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Any one who is dealing with a large number of 
tubercular patients is familiar with the difficulties that 
one experiences in inducing a proper collapse of the 
diseased lung by A.P. This is due to the presence of 
adhesions and to overcome this difficulty, various 
inethods have been resorted to, the most important 
and the method that is most often advocated is that 
of phrenic evulsion. This consists in exposing thie 
phrenie nerve in the neck under local anesthesia and 
pulling it out of the chest cavity. 

Now it is obvious that this operation cannot be 
done by any one who has not got special surgical 
Moreover, much valuable time is lost in 
to undergo the 


training. 
order to make the patients 
operation. In those cases 
agreed, the phrenic nerve was exposed and pulled out. 
This resulted in the elevation of the diaphragin there- 
by causing a partial collapse of the base of the lung. 
Even this could not be obtained in a small percentage 
of cases due possibly to the union of the accessory 
phrenic nerve with the main trunk below the part 


agree 


in which the patients 


evulsed. 

The operation on phrenic nerve is also of compara- 
tively recent origin. Phrenicotomy or simple section 
of the phrenic nerve was first suggested by Srevrrz 
in 1911 after independently by 


and soon used 


A PLEA FOR THE LARGER USE OF PNEUMO-PERITONIUM 
AS A SUBSTITUTE FOR PHRENIC EVULSION 


S. RAY & N. SEN 
(From the Jadavpur Tuberculosis Hospital ) 


Saverbruci'. ‘Their operations failed to achieve the 
desired collapse in a considerable proportion of cases 
due to the presence of the accessory phrenic nerve. 
The modern operation of evulsion or exairesis whereby 
the accessory nerve fibres are broken was introduced 
and popularised by Fenix? in 1921 and has been in 
use only during the last decade. It is therefore too 
early to say what will be the after-results and the 
ultimate fate of the operation. We shall, however. 
point out some of its drawbacks. 

(a) The regeneration of the nerve is not possible 
after evulsion. Once done, it is irrevocable. The dis- 
advantages of such a procedure are twofold. In the 
first place, complete pulmonary ventilation cannot be 
restored even when the disease is cured. Secondly, 
we cannot undo its effects if as a result of collapse the 
healthier lung flares up or as a result of diaphragmatic 
paralysis, gastric symptoms supervene. To overcome 
these defects, temporary nerve block by injection of 
aleohol into the nerve trunk has been suggested. The 
idea is to maintain partial collapse for a sufficiently 
long time so that the diseased areas may get a chance 
of healing. In practice, collapse by this method has 
not. been satisfactory and clinical results are poor. 


(b) The 


union of the accessory phrenic. 


operation sometimes fails due to the 
The collapse obtained 


— 
Vol. IV 
| 
| 
| 
| 4 
ky 


422 


also varies and even in well-performed operations the 
dome of the diaphragm does not rise above the level 
of the mid-portion of the 4th rib. The beneficial 
effects of the operation are, therefore, noticeable only 
where the lesions are strictly basal. In most of our 
cases where the disease is more widespread, phrenic 
evulsion fails to check the disease or relieve symptoms. 


(c) After the operation the elevated diaphragm 
completely atrophies and is converted into a parch- 
ment-like membrane. The result is alteration in the 
position and shape of abdominal viscera, specially the 
stomach and small intestine. The stomach dilates and 
tends to lie transversely, its ruge disappear, the relat- 
ive positions of the fundus and the pylorus are 
changed, the duodenum also becomes dilated and 
atonic, and the small intestine sags down into the 
pelvis. The symptoms that arise are attributed to 
tubercular enterocolitis. In fact, these risks of 
phrenic evulsion have not been seriously considered 
by the surgeons. Sranpury® in a review of 11 autop- 
sies on phrenic evulsion cases states that four of them 
died of gastroduodenal ileus; six showed evidence of 
more or less gastric distortion with symptoms of 
gastro-enteritis in five. Only one case out of 11 did 
not show any distortion whatsoever. We have a 
doctor patient who had his left phrenic evulsed three 
years back. His distress often becomes so great that 
he implores us to try and see if we can join up his 
phrenic again. 

Banyar’, to whom we are indebted for improving 
the technique of pneumo-peritoneum, discovered 
its beneficial effects in lung cases quite accidentally. 
He tried to collapse the lung by A.P. to check 
alarming bleeding in a case with extensive pleural 
adhesion and in whom the phrenic nerve was 
evulsed without any good results. He made a low 
puncture to avoid adhesions and subsequent skiagram 
showed that he had performed a pneumo-peritoneum 
instead of the desired pneumothorax. 


While doing pneumo-peritoneum for the treat- 
ment of intestinal tuberculosis we studied by taking 
successive skiagrams and also noticed that in erect 
posture the diaphragm, specially the right dome, was 
considerably elevated and the effect on lungs simulated 


that produced by phrenic evulsion. In some cases 
the elevation of the diaphragm is even imore satisfac- 
tory. The gas collects between the liver and the 
diaphragm or pushes up the liver and spleen from 
below but in any case the result is considerable im- 
mobilisation of the lung. It occurred to us that 
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pneumo-peritoneum might be used with advantage to 
replace phrenic evulsion. By raising the head-end of 
the bed and making the patient lie on the healthier 
side, the injected gas may be mobilised under the 
diaphragm of the affected side. 


The advantages of this method are: 


(a) The elevation of the diaphragm is constant 
and often marked than that produced by 
phrenic evulsion. 

(b) The collapse is not permanent and can be 
discontinued in absence of satisfactory 
response. 

(c) It exerts beneficial effects in intestinal dis- 
orders which so often complicate pulmo- 
nary tuberculosis. 


(d) It does not require the skill of an expert 
surgeon. Anybody well acquainted with 
the technique of A.P. can do it. 

(e) It can be maintained by periodie refills till 
the desired effects are obtained and then 
discontinued. 


ft is a common experience with those who deal 
with pregnant women suffering from pulmonary tuber- 
culosis that with the growth of the foetus and conse- 
quent rise in the intra-abdominal pressure and eleva- 
tion of the diaphragm, there is marked improvement 
in the patient’s condition and even arrest of the 
disease; but with the sudden release of this pressure 
after delivery, quiscent foci in the lungs flare up. We 
have had opportunity to observe two such patients 
whose disease became arrested near the full term and 
who were free from all signs and symptoms of the 
disease. Soon after delivery both of them steadily 
and rapidly became worse and died within six months. 
Pneumo-peritoneum can be used with advantage in 
these cases after delivery to maintain the required 
amount of intra-abdominal pressure. The effects of 
pregnancy on the level and movements of the 
diaphragm are shown in the appendix (Plates No 7 
and 8). 

A point is selected in the 10th or 11th interspace 
in the mid-axillary line ( below the limits of pleural 
reflection). This is anesthetised by novocaine (2%) and 
the needle is gradually pushed inwards, always inject- 
ing a few drops before the needle is pushed, till it is 
felt to pierce the diaphragm. A few drops of novo- 
caine (2%) are then injected into the peritoneum and 
the needle withdrawn. The puncture can be done by 
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Piate No. (R. N. R.) 


Taken six months after right phrenic evulsion. Ncte the 
elevation of the right dome of the diaphragm up to the 
upper border of the 5th rib anteriorily. 


Piate No. 3 (S. K. M.) 


Shows the effect of pneumo-peritoneum. The skiagram 
was taken 36 hours after introducing 700 c.c. of diluted 
Chlorine (1%) into the peritoneal cavity by the sub- 
phrenic route. Note the collection of gas between the 
liver and diaphragm and elevation of the right dome of 
the diaphragm up to the mid portion of the 4th rib in 
the middle and lower end of the 3rd rib anteriorily. 


Pate No. 2 (Dr. R. A.) 


Shows the diaphragm 6 months after the left phrenic 
evulsion. Note elevation cf the dome up to the lower 
border of the 4th rib anteriorily. 


Piate No. 4 (same case ) 


Taken 36 hours after introducing 800 c.c. of Oxygen 
into the peritoneal cavity at a subsequent date. Note 
elevation of both domes of the diaphragm. The liver 
has risen above the 6th rib in the mid clavicular line. 
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Piate No. 5 (A. R. B.) 


Taken 24 hours after inflation with 800 c.c. of air. Note 
collection of the gas between the liver and the diaphragm 
on the right side and between the stomach and spleen 
and the diaphragm in the left side. The diaphragm has 


been elevated up to the mid portion of the 5th rib in 
front. The position of the diaphragm has been shown 
by arrows on both sides. 


Piate No. 7 
The level of the diaphragm in full term pregnancy. 
Note its elevation up to the anterior end of the 4th rib 
on the right side and 5th rib on the left side. 


No. 6 


The same case in horizontal position 72 hours after 

inflation of the peritoneal cavity with 900 c.c. of air. 

Note the elevation of the right dome of the diaphragm 
up to the lower end of the 4th rib in front. 


Piate No. 8 


The position of the diaphragm 6th day after delivery. 
Note its position below the 5th rib on both sides. 
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a blunt Saugman’s needle attached to an A.P. 
apparatus but the first two inflations should preferably 
be done by a small trocar and canula to avoid injury 
to the liver. As soon as the point of the canula or 
the needle reaches the peritoneal cavity, the mano- 
meter registers a negative pressure which oscillates 
with the movements of respiration. These oscillations, 
according to Banyar, are synchronous with the move- 
ments of respiration but we have found just the 
reverse of it. In any case these manometric fluctua- 
tions, which cannot be obtained in any other part of 
the abdomen and which alone are sure signs of the 
needle entering the peritoneal cavity, do not always 
become apparent till 100-200 c.c. of gas have been 
introduced. With a little practice, we can always feel 
when we pierce the diaphragm and there is not much 
risk in introducing 100-200 c.c. before manometric 
response is obtained. If inflation is done into the 
right space, the iiver dullness is gradually replaced by 
a tympany and the patient often complains of a pain 
in the liver region and pain in the shoulder due to 
separation of the diaphragm from the liver and 
pressure on the diaphragm. Shifting tympany can be 
obtained in most cases after the operation by changing 
the position of the patient. 

As for the gas, oxygen is used in intestinal cases 
but where steady pressure on the diaphragm is 
desired, filtered air is more suitable. It is better to 
start with 300-400 ¢.c. and gradually work up to 
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1000-1200 c.c. Diluted Chlorine (1%) was used in one 
case without any ill effects. 


No serious complications were observed in any 
case. With a little practice, the risk of injuring the 
liver is reduced to aminimum. Abdominal discomfort 
and shoulder pain may be relieved by mobilising the air 
to lower abdomen by raising the head-end of the bed. 
A little fever that followed these infiltrations came 
down in a few days. Mention may be made of an 
interesting complication which we have observed quite 
recently. In a patient with previous history of hernia, 
air from the peritoneal cavity escaped into the left 
scrotum along the inguinal canal. 


Here we have given a preliminary note on the 
subject and we do not wish to enter into further 
details. We now leave it to our colleagues to do 
more work in the line and publish their results. 
Below are given brief descriptive notes on the skia- 
grams appended. 
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DIAGNOSIS AND TREATMENT OF GALL-STONES«: 


K. R. CHAUDHRI, r.n.c.s. (Edin.), p.o. (Oxon.), 


p.o.M.s. (Lond.) 


( Sir Ganga Ram Free Hospital, Lahore ). 


The gall bladder lies against the undersurface ot 
the right lobe of the liver, its fundus projecting slight- 
ly beyond the free margin opposite the ninth or 
tenth costal cartilage. Under pathological conditions 
it may be displaced farther to the right or may be 
found high up beneath the liver and completely 
covered by it. The neck of the bladder ends in a 
sigmoid curve forming the Hartman’s pouch—where 
a stone may become impacted—and joins the cystic 
duct near the right end of the transverse fissure of the 
liver. The fundus and the inferior aspect of the 
bladder are invested by peritoneum while the superior 
aspect is united to the undersurface of the liver by 
connective tissue; and under normal conditions it is 
easily separated, from it. The cystic duct after join- 
ing the hepatic duct forms the common bile duct 
which is about three inches long and passes down- 
wards and backwards in the gastro-hepatic omentum 
lying in front of the portal vein and having the hepatic 
artery on its medial side. ‘The fundus has few 
lymphatics but the neck and the ducts are richly 
supplied, and along the course of the common duct 
are several lymph glands which, in  inflamatory 
affections of the biliary passages may become enlarg- 
ed and indurated and are liable to be mistaken for 
gall stones when felt with the finger. The duct ‘then 
passes behind the first part of the duodenum and then 
on the medio-posterior wall of the second part, in 
close relation to the head of the pancreas, frequently 
passing through its substance and for a short distance 
in contact with the pancreatic duct, perforates the 
muscular coat obliquely about three inches beyond 
the pylorus. Just behind the orifice the duct is 
dilated to form the ampulla of Vater in which a gall 
stone may lodge. The entrance of the common duct 
into the duodenum is valvular and is guarded by its 
sphineter of Oddi, this arrangement preventing passage 
of duodenal contents into the duct. ‘The gall bladder 
and bile ducts are supplied by the autonomic nervous 
system, the fibres being connected with the sixth, 


* Read at the XI All-India Medical Conference, Delhi, 1934. 


seventh, eighth and ninth thoricic segments. Fibres 
from the phrenic and branches of the vagus also 
reach the bile passages. The pain referred to the 
region of the shoulder, which is a common symptom 
in biliary affections, is explained by a reflex set up by 
afferent impulses conveyed from the viscera to the 
third, fourth and fifth cervical segments by the phrenic 
nerve and transmitted to the periphery of the sensori- 
motor fibres given from the same segment, 


The gall bladder has been variously regarded as 
a regulator of pressure in the biliary system, a con- 
centrating and storage cistern for bile during fasting, 
and a secreting agent, adding mucus and _ possibly 
bile. subserves all 
these functions to a greater or lesser degree. The 
effect of recent investigations has been to disprove 
much of the teaching of physiologists with regard to 
its participation in digestion, rather than to assign to 
it any new functions or added importance. The gall 
bladder is absent in many mammals, while its removal 
iu man is not followed by any ill-health, or, indeed, 
by any changes which can be detected. 


cholesterin to the probably 


The secretion of bile from the liver is continuous, 
reaching from 800 to 1,400 ¢.c. in the day, the flow 
into the duodenum is intermittent, so that in the 
intervening periods the bile has to be retained in the 
biliary passages. With these tubes, which have little 
capacity and cannot expand to any great extent, the 
gall bladder is connected, a distensible bag which can 
increae the capacity of the system and minimise 
changes of pressure. Its actual capacity is from 30 
to 50 ¢.c., but this capacity is enormously increased 
by its power to concentrate ten or eleven times the 
bile which it receives. A gall bladder emptied and 
washed out with saline solution has been shown to 
concentrate 49.8 c.c. of bile to 4.6 ce.c., and this 
absorptive power is confirmed by the clinical evidence 
of cholecystography, which shows that the ducts con- 
taining unconcentrated bile transmit the X-rays, while 
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the gall bladder containing the opaque salt in con- 
centrated solution throws a dense shadow. ‘The re- 
absorption is mainly of water and salts, no pigment 
being abstracted. In animals possessing no gall 
bladder the bile is secreted in greater concentration 

by the liver itself. 


The réle played by the gall bladder with regard 
to cholesterin remains While Naunyn 
upholds the theory of excretion, supporting his belief 
on observations of hypercholesterinemia 
cholecystectomy, it is now more generally believed 
that the function of the gali bladder with regard to 
cholesterin is that of absorption. 


uncertain. 


following 


To the concentrated 
bile, the gall bladder adds mucus which, in inflam- 
inatory conditions, is secreted in 
quantities. 


greatly increased 
The healthy gall bladder does not distend 
to form a mucocele on ligature of the cystic duct, but, 
on the contrary, contracts on a jelly-like residue of 
inspissated bile. 

The glands in the mucosa of the ducts add to the 
bile a watery fluid, and this secretion can take place 
at a pressure above that against which the liver can 
secrete bile. Even more controversial is the question 
of the mechanism whereby the gall bladder is emptied. 
The nerve supply is derived from the sympathetic 
system by fibres from the splanchnie plexus, corres- 
ponding to the lower six thoracie segments, and from 
the vagus. Some authorities state, mainly upon the 
clinical evidence of referred shoulder pain in gall 
stone disease, that fibres 
nerve also reach the gall bladder. 
experience that shoulder pain is only observed where 
the diaphragmatic peritoneum is in contact with an 
inflamed gall bladder or a patch of coincident hepatitis, 
the referred pain of gall stones is usually felt in the 
scapular region, over the area supplied by the sixth 
and seventh dorsal segments on the right side. 


from the right phrenic 


But it is commen 


The wall of the gall bladder contains elastic tissue, 
and very little unstriped muscle; the duct walls like- 
wise contain little muscle except at the lower end of 
the common duct, where a circular aggregation as 
stated before has been described and named the 
sphincter of Oddi. 

Physiological text-books teach that on the arrival 
of food in the duodenum the gall bladder contracts 
with a force sufficient to expel the greater part of its 
contents, while at the same time following Meltzer's 
law of reciprocal innervation, the sphincter of Oddi 
relaxes, allowing the bile to pass into the duodenum. 
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On the other hand, contractions of the gall bladder 
are never observed during the course of a laparotomy, 
nor has it been found possible to produce such a con- 
traction experimentally by any form of stimulus. 
Both the presence of the sphincter of Oddi and the 
contractile power of the gall bladder have been called 
in question, and its emptying has been ascribed to 
the elastic recoil of the distended walls, changes in 
intra-abdominal pressure, and the milking action ot 
the peristaltic waves in the duodenum. It has been 
demonstrated that if the gall bladder of the dog be 
replaced by a rubber ball connected up with the bile 
duct, the shadow produced by tetraiodophenolph- 
thalein within the artificial bladder gradually 
appears in a manner similar to that seen in a series 
Experimentally, bile may be 


dis- 


of normal cystograms. 
seen spurting into the duodenum with each peristaltic 
wave of the intestine, the obliquity of the passage of 
the common duct through the intestinal wall for a 
cm. producing the so-called 
At the same time the elastic 


distance of 2 or 3 


‘ milking effect. 


recoil of the gall bladder wall, due to the alterations 
of pressure in the abdomen, tends to expel a further 


quantity of bile into the ducts. It is well known that 
substances inducing active peristalsis of the duode- 
num , such as, a strong solution of magnesium sul- 
phate, bring about a copious flow of bile—a reaction 
which forms the basis for Lyon’s method of  treat- 


ment. 


Tue ForMation or GALL STONES 


Cholecystitis without gall stones or gall stones 
without marked cholecystitis occur in about 25 per 
cent. of cases of gall bladder disease. In the remain- 
ing 75 per cent. stones and inflammation are found 
together, and either may have been the initial lesion. 
CHAUFFARD and RovstNe are the leading 
of the metabolic theory of the formation of gall stones, 
but most surgeons and pathologists now believe that 


ynents 


they arise from inflammation. 

The view that gall stone formation is caused by 
biliary stasis has been gradually replaced by the 
belief that it is mainly the result of infection of the 
bladder wall, and that stasis is accessory 
factor. During active inflammation the bile in the 
bladder is partly replaced by an exudate rich in cal- 
cium and protein, the particles of which provide 
numerous centres of crystallisation. It is probable 
that the single cholesterin stone, at least, is of meta- 
bolic origin. 
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AscHorF first attributed stone formation to a 
disorder of cholesterin metabolism. Cholesterin is a 
normal constituent of bile, being kept in colloid solu- 
tion by the bile acids. It is conceivable that any 
disturbance of metabolism, leading either to increase 
of cholesterin or diminution of bile acids, might lead 
to a precipitation of cholesterin in the gall bladder. 
Cholesterinemia has been found in pregnancy, dia- 
betes, starvation, arterioclerosis, and obstructive 
jaundice. While an increase in the bile cholesterin 
cannot always be demonstrated in these conditions, 
a close relationship between the cholesterin content 
of the blood and bile has been proved. The choles- 
terin of the blood is of endogenous and exogenous 
origin, and though it is difficult to produce well- 
marked cholesterinemia in normal persons, the 
amount in the blood, however, varies with the amount 
taken in the food. The foods richest in this substance 
are brain, egg yolk, and fats, and it is found that 
patients suffering from gall stones instinctively 
avoid them. 


SYMPTOMATOLOGY 


The presence of calculi in the gall bladder is one 
of the commonest causes of digestive disturbance. As 
a general rule they are found much more commonly 
in women than in men, the ratio being 5:1. They 
are usually seen between the ages of thirty and sixty 
although occasionally gallstones may be found in 
quite young children or even infants. SviL_ was 
able to collect records of 23 cases in infants. In a 
large number of cases the symptoms have been 
present for many years. They may date back clearly 
to some acute infection, such as, typhoid fever, 
influenza or in women commonly to a_ pregnancy. 
Under the latter conditions it will not infrequently 
be found that in or after the pregnancy the patient 
may have had some urinary trouble suggesting the B. 
coli pyelitis. Of equal importance is the constancy of 
the symptoms. The periodicity, which is so definite 
in a case of chronic gastric or duodenal ulcer, is 
absent. ‘The patients are usually stout and plethoric. 
The symptoms are variously described by patients as 
indigestion or attacks of biliousness. There is a feel- 
ing of distension and discomfort after meals. This 
may even amount to a dull-aching or gnawing pain in 
the epigastrium or right hypochondrium, which comes 
on immediately or shortly after meals. Occasionaliy 
there may be slight tenderness in the epigastrium or 
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right hypochondrium. This feeling of distension and 
discomfort is usually ascribed to certain articles oi 
diet, such as, sweats, fat and eggs, which seem tu 
exaggerate the symptoms. The fact that the feeling 
cf distension and discomfort comes on so_ shortly 
after food, and that it only lasts for a short time, and 
is relieved by a decrease in the tension of the stomach 
suggests that it is dependent upon increased pressure 
within the gall bladder. Normally this pressure 
which is dependent upon the increased flow of bile, is 
painless but when calculi are present it becomes un- 
comfortable and even painful. These symptoms are 
not relieved by lying down thus differentiating the 
condition from that of gastroptosis in which the 
symptoms are more marked towards the end of the 
day and are relieved by lying down. The examina- 
tion of the patient will reveal few, if any, physical 
signs. She is usually a stout and middle-aged 
woman who has borne many children. Occasionally 
a slight deep tenderness in the epigastrium or over 
the gall bladder may be elicited but superficial tender- 
ness is absent. The test meal will generally reveal 
the absence of free HCl., and a low total acidity. 
X-ray investigations are of great value. 


RapioGRAPHY 


Positive evidence obtained by this means is con- 
clusive, and a simple skiagram should, therefore, be 
taken before resorting to more elaborate methods. A 
negative result indicates the necessity for further 
investigation. 


Advances in technique have enabled the radio- 
grapher to demonstrate the outline of the gall bladder 
in a certain number of cases, especially those in which 
it has been thickened by chronic inflammation. 
Stones throw a shadow only by virtue of the calcium 
salts that they contain. ‘They can be shown on a 
good film in 30 to 40 per cent. of cases in which 
they are present. A typicai gall stone is built up of 
concentric layers of cholesterin and calcium salts, the 
cholesterin preponderating in the central strata, the 
calcium at the periphery. ‘The characteristic shadow 
of a gall stone is, therefore, an annular opacity within 
which narrower and fainter rings may be made out. 
Small stones appear on the films as a mottling, hav- 
ing the position and outline of the gall-bladder. The 
shadow produced by gall stones falls approximately 
in the right renal area. Apart from help afforded by 
the history of a case, there is little likelihood of the 
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Renal stones are 
in size; gall 


two appearances being confused. 
typically single, or, if multiple, vary 
stones are usually found in groups—all of a similar 
size. Multiple renal stones are in the calices, and 
their relative positions remain unchanged, while it is 
characteristic of gall-stone shadows that their group- 
ing is different in plates taken in different positions, 
or on successive days. Urinary calculi are of a uni- 
form density, biliary calculi are opaque at the peri- 
phery and translucent in the centre. Any doubt can 
be removed by demonstrating the relation of the 
shadow to the vertebral column. If two films are 
taken with the tube at a different vertical level, the 
apparent movement upon them of a biliary shadow 
relative to the transverse processes of the lumbar 
vertebre is considerable, of a renal shadow negligible; 
in a lateral radiogram, the former is anterior to the 
shadow of the vertebral bodies, the latter superimpos- 
ed upon them, 


Tue Barium MEAL 


This may help to establish the diagnosis in two 
ways: directly, by showing a persistent deformity, 
usually of the duodenum, either a rounded filling 
defect due to the pressure of a distended gall bladder, 
or a traction deformity due to adhesions. There may 
also be deformity or narrowing of the colon in the 
neighbourhood of the hepatic flexure,—indirectly, by 
giving evidence of a gastric or duodenal ulcer which 
will adequately account for the syrmptoms of the case. 


CHOoLECYSTOGRAPITY 


The method of choleeystography, introduced by 
(irAHAM and Cor in 1924, has provided a vaulable aid 
to diagnosis in doubtful cases of gall bladder disease. 
The test depends upon the excretion in the bile of the 
tetra-halogen compounds of phenolphthalein. 
Grawam and his collaborators found a drug which was 
excreted solely in the bile, and reached sufficient 
concentration in the gall bladder to show the outline 
of the viseus on a radiogram. ‘The salt first used 
was the sodium salt of tetra-brom-phenolphthalein. 
Owing to the toxic symptoms to which it sometimes 
gave rise, it has been replaced by sodium-tetra- iodo- 
phenolphthalein, which is not so toxic, and having a 
higher atomie weight gives an equally good shadow 
with smaller doses. 

The drug may be given by the oral or intravenous 


route. Oral administration has the advantage of 
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simplicity, and is less likely to be followed by a severe 
reaction. It is, however, less reliable, as the hydro- 
chloric acid in the stomach forms with the salt an 
insoluble precipitate, which acts as an irritant to the 
intestinal mucosa, and remains unabsorbed. Many 
preparations have now been made which are said not 
to possess these defects. 


The intravenous method, while ensuring introduc- 
tion of the full dose, is more likely to be followed by 
toxic symptoms. Moreover, the slightest leakage of 
the solution during injection leads to sloughing of the 
tissues. Such complications may be largely over- 
come by skill in technique, careful dosage, and the 


use of a pure preparation of the iodine salt. 


‘TECHNIQUE 


of the 
Alternatively, the dosage may be eal- 


Oral Route.—The normal dosage is 4.5 gr. 
iodine salt. 
culated in terms of bodyweight, 0.08 gr. per kilo up 
to a maximum of 6 gr. being given. The bowels are 
cleared with castor oil or liquorice powder twenty- 
four hours prior to administering the drug. The diet 
during this period should be light, with a minimum 
of protein and fat, but complete starvation appears to 
favour the appearance of toxic manifestations. A 
simple radiogram of the upper abdomen is taken for 
later comparison, and the drug is then given in half 
a tumblerful of water. No food is allowed, but water 
may be given as desired. The first skiagram, which 
may be supplemented by a small barium meal to 
demonstrate the relationship of duodenum and gall 
bladder, is taken twelve hours later, and two further 
ones at intervals of two and a half or three hours. 
If the shadow of the gall bladder in the first two films 
appears normal, a meal rich in fats is given before 
the taking of the later ones, in order that the empty- 
ing power of the gall bladder may also be observed. 


Intravenous Route.—The dose in this method is 
The drug must be well diluted in 
50 to 50 ¢.c. of freshly-distilled water, the solution 
fifteen minutes, and then 
The injection is carried 


from 38 to 4 er. 


sterilised by boiling for 
cooled to body temperature. 
out very slowly, occupying ten to fifteen minutes, and 
the greatest care must be exercised to avoid leakage 
into the tissues round the vein. Skiagrams are taken 
at four, eight and twenty-four hours after injection, 
or a fatty meal may be given after the second film 
has been exposed, and a third taken three hours later. 
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GraHam has lately been using an isomer of 
sodium-tetra-iodo-phenolphthalein, sodium-phenol- 
tetraiodophthalein. the dose of which is 2.5 gr. by the 
He suggests dividing the dose 
into two parts, given in half an hour’s interval, in 
order to lessen the chance of toxic reaction. 


intravenous route. 


Toxic symptoms following administration appear 
about ten minutes after injection, and are somewhat 
similar to those following the intravenous injection of 
salvarsan. There may be severe shock, with marked 
fall in blood pressure, pains in the back, nausea, and 
vomiting. In such cases, 0.5 ¢.c. of 1/1000 adrena- 
line solution should be immediately injected. 


INTERPRETATION OF SKIAGRAMS 


The normal gall bladder is shown as an clongated 
The outlines are 
regular, and the size always magnified, sometimes to 
The upper extremity lies in the 
processes, 


pyriform shadow, base downwards. 


a surprising extent. 
plane of the right transverse usually at 
the level of that of the first lumbar vertebra; the long 
axis is vertical in individuals of the hyposthenic type, 
inclined outwards at 45 degrees in those of asthenie 
built, and may normally lie anywhere between these 
extremes. In the later radiograms, a progressive 
diminution in size is seen, with an increasing density 
of shadow due to concentration of the bile. At the 
third exposure, the gall bladder may only be shown 


as a small dense shadow. 

Impairment of function is demonstrated by 
defective filling, poor concentration, 
While it should be 
grounds to diagnose cholecys.itis by the study of a 
it cannot that an 


and delay in 


emptying. possible on these 


series of skiagrams, be claimed 
opinion based solely upon concentration and emptying 


time has much value. 


Absence of filling, if it can be assumed that the 
dve has entered the circulation,—indicates 
disease of the gall bladder,—Blockage of the 
duct by a stone or by inflammation, so that the hepa- 
tic bile cannot enter the gall bladder, or the disease 
of the wall sufficient to abolish the normal power of 
concentration,—will in either case prevent the appear- 
ance of any shadow. 


gross 


cystic 


Displacement, distortion, loculation, or marked 
diminution in size of the shadow, point to inflam- 
matory changes in the wall of the gall bladder, or 


adhesions to surrounding tissues. 
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The appearance in cases of gall stones depends 
upon the degree of cholecystitis, and the number and 
composition of the stone. 


If the stones are so numerous as to fill the cavity 
marked, no 
With fewer stones the shadow has a mottl- 


completely, or if cystitis is shadow 
appears. 
ed appearance which is typical. Cholesterin stones. 
especially large ones, appear as lighter areas outlined 
by the opaque dye, and, though previously invisible 
after the bladder has 
Some care is necessary in the interpreta- 
light 


throw a faint shadow gall 
emptied. 
tion of the mottling of the shadow, since the 
areas due to transparent cholesterin stones closels 
resemble those due to gas in an overlying segment 


of bowel. 


DuopENAL INTUBATION 


In 1917, Mevrzer showed that the introduction oi 


magnesium sulphate into the duodenum of a dog 
leads to a flow of bile from the gall bladder into the 
intestine. Two years later Lyon applied this dis- 


covery to the investigation of human bile under con- 
ditions of health and disease. The lLyon-Meltzer 
method has been used extensively by Hurst for the 
investigation of morbid conditions of the gall bladder. 


The patient is examined fasting. The mouth is 


rinsed with an antiseptic solution, and a_ sterilised 


Einhorn or Ryle tube swallowed up to the 28-in. 
mark. The stomach is then emptied, and washed 
out with sterile water. 
bacteriological examination. The tube is then slow- 
‘y paid out to the 284-in. mark, 
bulb to reach the duodenum, and the patient is made 
to lie on the right side; a drink of water may aid the 


The tube should enter 


which allows the 


passage through the pylorus. 
three-quarters of an_ hour. 
the samples withdrawn are 
yellow in colour, small in amount, frothy, and alka- 


the duodenum within 


When this has occurred, 


line, in contrast to gastric samples which are colour- 
less, slimy, and of acid reaction. Moreover, all water 
passed down the tube can be withdrawn by the 
syringe 1f the bulb is in the stomach, but a small 


proportion only from the duodenum. 


The first duodenal specimen is kept for examina- 
tion, and the duodenum is then washed out with 
sterile water. Sixty cubie centimetres of a 25 per 
cent. solution of magnesium sulphate are then 
injected down the tube. An abundant flow of | bile 
ensues, which may be allowed to run from the open 


The last washing is kept for 
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end of the tube by syphonage if the patient is re- 
cumbent, or may be aspirated by a syringe. The 
first sample is golden in colour, but it is succeeded 
by darker and more viscid bile which is believed to 
come from the gall bladder. 


In the absence of disease, the bile and duodenal 
contents rarely contain pus cells, still less frequently 
cholesterin crystals. Unless achlorhydria is present 
the specimens are sterile, or contain only a few 
staphylococci, most of which are dead. In infective 
conditions of the biliary tract the bile often contains 
an excess of mucus. On cytological examination bile- 
stained pus cells or columnar épithelial cells may be 
seen. The presence of squamous cells denotes con- 
tamination by saliva, and the specimens should be 
rejected. Cholesterin crystals are frequently seen 
when stones are present, but rarely in uncomplicated 
cholecystitis. In cholecystitis the bile contains bac- 


teria, commonly organisms of the coli group. 


DIAGNOSIS 


It is rare for the gall stone to. remain uncompli- 
cated. In faet, there is always a certain amount of 
‘hronie choleeystitis which in itself gives rise to a few 
characteristic physical signs. There may be for 
inany years multiple attacks of severe pain in addi- 
tion to the dyspeptic 


svyinptoms of uncomplicated 


calculi. There may be a history of pyrexia and 


vomiting with attack of acute pain in the right 
hypochondriuim indicating an attack of superimposed 
acute cholecystitis. In addition there are generally 
several attacks of biliary colic pointing to the passage 
of stone down the cystic duct. The patient may any 
time get an attack of biliary colic which is character- 
ised by sudden agonising pain beginning in the right 
radiating 


hypochondrium or epigastric rigion and 


towards the umbilicus and right scapula. The pain 
is so severe that it doubles up the patient. It may 


last from a few minutes to several hours- and is 
accompanied by collapse, feeble pulse, clammy skin 
and towards the end of the attack there is vomiting. 
The pain may disappear as suddenly as it came and 
may be accompanied by jaundice which usually 
occurs 12 to 86 hours after the attack. The jaundice 
is due to the blocking of the hepatic duct or common 
duct by a stone or by the swelling of the mucous 
membrane on an impacted stone. The stone in the 
cystic duet never gives rise to jaundice unless there 
is Superimposed infective cholangitis. 


9 


DIAGNOSIS & TREATMENT OF GALL-STONES 420 


The biliary colic has to be diagnosed from— 

(i) renal colic—here the pain radiates to the 
pelvis and thigh. There is usually vesical 
irritation and crystals in the 
help diagnosis. 


urine will 


(ii) Lead colic. 
aid in the diagnosis. 


Blue line on the gums will 


(iii) Appendicular colic—here the pain is limited 
to the right iliac fossa and there is localis- 
ed tenderness and rigidity. 

(iv) Gastric ulcer—relation of pain to meals is 

Later on X-ray will help. 

This 


It may terminate in simple catarrhal 


characteristic. 


Acute resembles acute 


appendicitis. 


cholecystitis. 


cholecystitis, or in suppuration or in gangrene. In 
the catarrhal form there are attacks of more severe 
pain. The pain though constant is subject to exacer- 
bations after meals and will be associated with usual 
feelings of distension and fulness. The pain starting 
in the right hypochondrium or epigastrium will then 
radiate to the back and to one or the other shoulder— 
usually the right. Occasionally it may pass down- 
wards to the right iliac fossa. It may be associated 
with mild pyrexia and slight shivering. The pain 
appears to be more marked at night and may _ be 
relieved by food, thus resembling a duodenal ulcer. 
There may also be vomiting which gives little or no 
relief. In the early stages there is a varying degree 
of tenderness over the gall bladder ( may be elicited 
by seating the patient on a chair and hooking the 
The patient is 
As the tender 


surgeon’s finger 


finger up beneath the costal margin. 
then directed to take a deep breath. 
gall bladder comes down upon the 

there is reflex inhibition of the respiratory movement) 
—Murphy’s sign. There may also be some rigidity 
over the upper right rectus. Boas sign may also be 
present—tenderness over the area between the 11th 


‘dorsal and lumbar vertebre to posterior axilliary line. 


Suppurative cholecystitis. As a rule it is the result 
of obstruction of the evstie duct by a stone. Some- 
times it may oecur without any stones being present 
in the gall bladder and then it is usually a complica- 
tion of some acute infectious disease, such as, typhoid 


fever. It commences with a severe pain in the upper 
abdomen. The temperature is raised to 102° or 
103°F. The patient is acutely ill with a rapid pulse, 
a dry tongue, thirst, and constipation. There is 


increased vomiting which gives no relief. On examin- 


ation the abdomen moves poorly on respiration and 
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there is marked tenderness and rigidity of the upper 
abdominal wall, specially on the right side. ‘The 
condition may closely simulate acute appendicitis, 
specially the retrocecal variety. In severe cases the 
gall bladder becomes gangrenous, perforates and gives 
rise to infection of the peritoneum. The symptoms 
will then pass on to those of acute suppurative peri- 
tonitis. In milder cases the symptoms will abate, 
the rigidity and tenderness will disappear and it will 
be possible to palpate a definite tender tumor in the 
region of the gall bladder. In less severe cases, local 
peritonitis may result and give rise to an abscess 
around the gall bladder which is limited by adherent 
omentum or liver. In certain cases the gall bladder 
may get adherent to the neighbouring viscera and the 
stones may ulcerate through and cause _ intestinal 
obstruction. 

The complications and sequel of the gall stone 
may be briefly summarised thus— 


1. Impaction of stone without other compli- 
cations,—in neck of bladder, or cystic 
duct; gall-bladder then forms a large fluid 
tumour. 

In common bile-duet;—permanent jaun- 
dice, unless fistulous communication with 
gut is formed. 
septic sequelw. 
with rigors. 


Impaction followed by 
Cholangitis and cholecystitis 
Empyema of gall bladder. 
seess. Perforation of 
abscesses in neighbourhood. 
stone into peritoneal cavity. 
tonitis. 


Hepatic ab- 
bile-ducts and 
Passage of 
Septic peri- 


Impaction followed by adhesion to stomach 


formation of fistula and 
Often no symptoms. 


or gut, with 
passage of stone. 


Impaction followed by ulceration and intes- 
tinal obstruction. 


Impaction followed by adhesion to and 
ulceration through anterior abdominal wall. 


Obliteration of gall bladder. 
Uleeration followed by cicatrization and 


stenosis of ducts. 


Carcinoma resulting from irritation of 


stone. 
Chronic pancreatitis from impaction 
the ampulla of Vater. 
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TREATMENT 


For colic.—Morphia, gr. } cum atropine sulph, 
gr. 1/120; hot bath; large quantity of water (warm), 
with sod. bicarb, and sod. salicyl, to promote flow 
of bile; inhalation of chloroform. Olive oil or 
glycerin is of doubtful utility. 

( For prevention of Stones.—Exercise. Diet ). 


When once gall stones or any of its complications 
have been diagnosed, the only hope of cure lies in the 
operative treatment, resorting to medical treatment 
will only mean postponing the evil day, as it is 
impossible to determine as to which course the disease 
will take and in what complication it will end. 
Cholecystectomy immediate or otherwise is the 
operation of choice, and is far superior to that of 
cholecystostomy. 

With earlier recognition of the signs of choleeys- 
titis and of gall stones, and adequate treatment by 
cholecystectomy, unsatisfactory after-results, and 
especially the re-occurrence of duct calculi, with the 
serious complications caused by their presence, would 
be rare. Cholecystostomy may relieve the patient of 
attacks of colic, but does not cure his condition. The 
original focus of infection still remains, giving rise to 
further inflammatory damage to the gall bladder, the 
bile duets, pancreas and liver, leading frequently to 
the formation of fresh stones, and in some cases to 
malignant changes. Unfortunately gall bladder 
disease shows little tendency to spontaneous recovery. 
Reviewing 2,000 operations on the gall bladder, 
Deaver found that in 11 per cent. a previous opera- 
tion had been performed, and in two-thirds of these, 
the recurrence of symptoms was apparently due to 
non-removal of the gall bladder at the first operation. 
TANNER, in seventy-six cases of cholecystostomy 
whose after-history was investigated, found that a 
second operation had been necessary in 9 per cent. 
The operation of cholecystectomy is no more danger- 
ous in the hands of the skilled surgeon than chole- 
eystostomy, while the convalescence is much more 
rapid. The high mortality of gall bladder surgery 
is largely due to delay in diagnosis, and the presence 
of cholangitis and hepatic insufficiency by the time the 
ease reaches the surgeon’s hands. 


Cholecystostomy is indicated in the following 
conditions :— 


1. In mild infections of the liver, bile 
passages, and pancreas. 
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2. As a measure preliminary to operations 
for obstruction in the common duct and to 
cholecystectomy, in patients who are 

acutely ill with cholecystitis and  cholan- 
gitis. 

In acute gangrene of the gall bladder due 
to a stone impacted in the cystic duct. 


Where previous acute attacks have left 
extensive and dense adhesions which make 
exposure of the ducts very hazardous. 

In the case of a single cholesterin stone in 
a bladder whose walls appear to be normal 
and healthy. 


Where some condition is found at 
expected to 
obstruction of the common duct at a later 
either an impacted with 
ulceration at the site of impaction, or 
chronic fibrosis of the head of the pancreas. 


opera- 


tion which may be cause 


date stone 


Internal Cholecystostomy.—Internal cholecystos- 
tomy, or anastomosis of the gall bladder to some part 
of the alimentary tract is preferable. 

1. In 
middle age and associated with pancreatitis, 

2. In 


cirrhosis. 


cholecystitis occurring after 


pancreatic lymphangitis with biliary 
8. As a palliative measure in carcinoma of the 
head of the pancreas. 
The gall bladder may be the 


stomach, the duodenum, or the hepatie flexure of the 


anastomosed to 


colon. Of these operations, choleeysto-gastrostomy is 
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the most satisfactory, and is preferred by the majority 
Cholecysto-duodenostomy is difficult to 
perform, and the anastomosis is prone to leak, with 


of surgeons. 


fatal results; cholecysto-colostomy implies a loss of 
the biliary secretions to intestinal digestion, and may 
be followed by infection of the bile ducts. 

It is only of recent years that surgical treatment 
has been widely advocated for uncomplicated 
stones. 


gall 


Formerly the symptoms were generally re- 


garded as being due to some form of medical dyspepsia 
and an operation was not sought until the onset of 
some more serious complication. In many cases 
indeed the patients still do not seek any treatment, 
the symptoms being regarded as sufficiently trivial 
for the Should the 
patient, however, be seen in this stage and _ stones 
should be advised. Medical 
treatment can at most give only slight relief to the 
to cure the under- 
lying condition and it is almost certain that sooner 
or later some complication With a 


certain diagnosis the only counter-indieations to ope- 


use of home remedies alone. 


diagnosed, operation 


symptoms and will do nothing 


will arise. 
ration would be the presence of extreme obesity or 
some other serious condition in an aged patient. It 
must that in a healthy, 
middle-aged subject an operation undertaken at this 


always be remembered 
stage is almost free from risk, whereas if delayed 
until the onset of some severe complication it may 
become a serious undertaking associated with a high 
mortality. When an operation is performed for gall 
a low 
onset of complications it 


stones with only chronic cholecystitis there 
mortality, but with the 


rapidly rises. 
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GLUTATHIONE CONTENT OF TISSUES AND MUSCULAR ACTIVITY 


S. M. BANERJI & D. N. MULLICK 


( From the Physiological Laboratory, 


TissvE OXIDATION 


Of all problems in Physiology, nothing is so 
fascinatingly intricate and important as the process 
by which the potential energy of the dysoxidizable 
substances is converted to kinetic energy in the form of 
heat and work by a process of oxidation. This 
process of oxidation in the body like all other metabolic 
processes in vivo is characterised by the extreme ease 
with which it is effected at the comparatively low 
temperature of the body. But though this process 
is the real cause of all the manifestations of energy 
by the organism in form of vital activity, the 
problem has all along been defying solution. Hopkins 
says, ‘‘ Among the most fundamental of the dynamic 
chemical events related to life are the oxidations 
which yield energy to the cell.’’ But this final stage 
of the metabolic activity of the animal still remains 
@ mystery. 

Many factors are known to be necessary for tissue 
oxidation, e.g., various ferments, cell structure and 
nucleus, endocrine secretions, inorganic compounds 
of iron, water, etce., but the essential. nature of the 
process and the exact part played by each of these 
factors is but ill understood. 


Now oxidation means either addition of oxygen or 
withdrawal of hydrogen; and there are two sets of 
theories to explain the phenomenon : 


(1) Wieland’s theory’ postulates that oxida- 
tion in vivo is effected by withdrawal of hydrogen 
from the substrate, which is going to be oxidised, 
by ferments known as Hydrolases (or Dehydroge- 
nases ). Hydrogen so liberated is removed by com- 
bination with a suitable hydrogen acceptor and 
finally by uniting with molecular oxygen and forming 
water. The hydrogen may also be utilised in reduc- 
ing other substances. The hydrogen acceptor may also 
facilitate oxidation by withdrawing H, from water 
and thus setting free active oxygen, which is thus 
available for oxidising substances. But in order to 
functionate as a hydrogen acceptor continually, the 
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substance after uniting with hydrogen i.e. after being 
reduced, must be capable of reverting to an oxidised 
state by giving up its hydrogen. 


Such a hydrogen acceptor was isolated by 
Hopkins‘ from animal tissues and is a compound 
known as Glutathione, which is a tripeptide made 
up of cystine, glutamic acid and glycin. This 
substance was claimed by Hopkins to take an 
important part in tissue oxidation. thus 
elaborated WizLanp’s scheme of oxidation by the part 
plaved by glutatathione as a hydrogen acceptor. It 
ean effect oxidation in the following ways :— 


(a) As a hydrogen acceptor : 
XH, (substrate)+GS.SG (oxidised glutathione) 
=2GSH (reduced glutathione)+X, which is thus 
oxidised. 


(b) As a hydrogen extractor from water, thus 
liberating active oxygen, which later unites with a 
dysoxidisable substance and thus oxidises it: 

X + GS.SG +2HOH=2GSH + X(OH), =2GSH + XO 
+ H,O 


(c) Subsequently reduced glutathione is changed 
to an oxidised form to be able to continue its part as 
a hydrogen acceptor. The process by which it is 
oxidised is not well understood but may be affected 
by the presence of an oxidase ferment and iron com- 
pounds. 


(2) Warburg’s idea of tissue ozidation'' is 
that it is due to active transference of molecular 
oxygen by an auto-oxidisable substance. The auto- 
oxidisable substance first unites with molecular 
oxygen and is later reduced and thus parts with 
oxygen in an active form, and this active oxygen ulti- 
mately oxidises the substrate. The ferment effecting 
the liberation of active oxygen from this peroxide, i.e. 
the ferment, responsible for the reduction of the 
peroxide, is named peroxidase. The peroxide + peroxi- 
dase system thus constitutes, according to WARBURG, 
the system responsible for tissue oxidation. 
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(3) The present conception of this problem™ 
is a fusion of the above theories and a summary is 
given below of the present-day knowledge of this 
intricate problem. The following factors are consider- 
ed to be necessary for tissue oxidation :— 


(A) Cytochrome ( Keilin, 5, 6,) is a pigment 


present in tissues of ewrobic organisms in amounts 
proportionate to the activity of the tissue in which 
it is found. It can exist in two forms: oxidised and 
reduced. The pigment can be made to yield hemato- 
porphyrin i.e. derivative of hematin. 


According to Kerry, cytochrome is made up of iron 


iron-free 
containing hematin group and another nitrogenous 
Cyto- 
chrome is ¢onstantly undergoing reduction and oxida- 


substance, to which its properties are due. 


tion in the living cells and is thus intimately connect- 
ed with oxidative processes in them. But neitiier 
reduced auto-oxidisable nor is the 
oxidised form readily reducible. It is oxidised with 
the help of an Oxidase ferment (see Warburg's 
Cyanides and CO paralyse oxida- 
tion not by interfering with cytochrome but by para- 
Again, for reduction 
of the oxidised cytochrome, many organic substances 


cytochrome is 


Atmungsferment). 
lvsing the oxidase ferment. 


like eysteine can effect that directly—themselves thus 
oxidised—; other substances like 
(ilucose, ete. must be acted on by special enzymes 
c.g. dehydrogenases (see below) before they can so 


being whereas 
act. 
The role of cytochrome in oxidation is,therefore, 


thus shown schematically ;— 


Molecular 
Cytochrome. 


O, + Oxidase + Cytochrome = Oxidised 


X (substrate)+ oxidised Cytochrome + Dehydro- 
genase (in some cases)=XO+reduced Cytochrome + 


Atmungsferment (respiratory 
Warburg,"',"°—This authority has demonstrated 
the presence of an iron-containg pigment, other 
than eytochrome but likewise related to hematin, 
which is considered to be an essential ferment or 
catalyst responsible for oxidation. Its activity is 
arrested by eyanides and CO. The CO compound is 
disintegrated on exposure to light with evolution of 
CO and thereafter oxidation is restored in the system. 
Jt is identical with indol-phenol oxidase and its mode 
of action may be by oxidising reduced Cytochrome, 
which we have seen, is not auto-oxidisable. 


enzyme) of 
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(c) Dehydrogenases.—As previously stated under 
Wieland’s hypothesis, oxidation is impossible by 
hydrogen transport in absence of oxygen, e.g., 

CO+H,O=H.CCOH=CO,+H, 

H, +mol.0,=H,0. 


This action is accelerated in the presence of a 
Palladium black or Gluta- 
thione and enzymes present in the tissues called 
Dehydrogenases, which enable the hydrogen of the 
substrate to combine with molecular oxygen ( either 
directly or through compounds of hydrogen with 
hydrogen acceptors ) to form water. 
dehydrogenases, have been isolated and their mode 


hydrogen acceptor like 


These enzymes, 


of action may be supposed to be (a) to unite loosely 
with hydrogen like Palladium black and later to 
liberate it; (b) to activate hydrogen of substances in 
that it can combine with 
These Dehydrogenases 


such a way molecular 
oxygen or other substances. 
may be simple substances or a complex system of co- 
operating enzymes as the following examples will 
show ;— 

(a) Xanthine Dehydrogenase in liver, ete. ;— 

Xanthine + Dehydrogenase + mol. O, 
=Urie acid+2H,+0,=Urie acid +2H,0 

(b) Lactic Dehydrogenase in yeast extracts—can- 
not act in vitro alone but needs an intermediate hydro- 
gen acceptor like Methylene Blue ;— 

Lactic acid + Dehydrogenase = Pyruvie acid + H,O 

H,+Meth. Blue=M.B.H, 

2M.B.H,+0,=2M.B+2 H,O 

(c) In tissues, the role of Methylene Blue can be 
taken up by the Cytochrome + Oixdase system, thus :— 

Lactie acid + Dehydrogenase = Pyruvie acid + H, 


H, + oxidised Cytochrome = reduced Cytochrome + 


H,0 


Reduced 
dised Cytochrome. 


Cytochrome + Oxidase + mol.0, = Oxi- 


Narcotics depress Dehydrogenases. 


state of our knowledge 


oxidation. 


Such is the present 
regarding the essential factors in 
Other things necessary in this connection have been 
already alluded to, e.g. cell structure and nucleus, 
endocrine secretions, etc. It must be also stated that 
the role of Glutathione in tissue oxidation is not 
considered at the present moment to be an important 
suddenly 


tissue 


one. Theories seem to spring up very 


nowadays to vanish still more quickly. 
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The genesis of the present work has been to test 
and find out whether there is any change in the Gluta- 
thione content of tissues, specially muscular tissue, 
during the period of oxidative recovery of the muscle 
after activity. If an increase of Glutathione is to be 
found during the period, it may be surmised that it 
contributes in some way towards the process. With 
this end in view, the various methods of estimation 
of Glutathione in blood and tissues were compared 
and a modified method was used. Then this method 
was utilised in investigating whether any change in 
the Glutathione content of blood, liver and muscles 
particularly takes place after muscular activity. 


A Mopiriep METHOD FOR ESTIMATION OF GLUTATHIONE 
IN BLoop AND TISSUES AS EMPLOYED IN THE WORK 


Principle: A Sulfosalieylie acid extract is titrated 
against standard Iodine solution with starch as an 
internal indicator. 

2 GSH+I1,=GS8.SG + 2HI. 
Reagents required. 


(1) 309% solution of Pot. Oxalate; .01 ¢.c. of this 
is used as an anti-coagulant for each c.c. of blood. 


(2) 18% and 10% solution of Sulfosalicylie acid. 
(3) Standard Iodine solution—.005 N. 


From a stock of .1 N Iodine sol. (12.685 gm. of pure 
resublimed Iodine and 18 gm. of pure KI in a litre 
of distilled water), a suitable dilution is made and 
standardised, immediately before use, against a 
standard thiosulphate solution, which has been 
standardised against a standard pot. iodate solution.(3) 


(4) 1% solution of soluble starch. 
Procedure in case of blood: 

One volume of oxalated blood was mixed with 8 
volumes of distilled water to lake the corpuscles and 
after 5 to 10 minutes one volume of 18% Sulfosali- 
eylic acid was added. It was then filtered. A erys- 
ta! clear filtrate should result. The pH of the filtrate 
was below 2 and the filtrate was kept at a tempera- 
ture between 10°C and 20°C in a bath of ice to 
prevent auto-oxidation of Glutathione. 10 c.c. of this 
filtrate was taken in a test tube and 2 or 3 drops of 
starch sol. was added to it. The test tube was kept 
in a bath of ice and titrated against .005 Iodine solu- 
tion from a micro-burette until a faint blue colour 
permanently resulted. A blank titration with 1 in 
16 18°% Sulfosalieylic acid was used in the majority 
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of cases, but it was found to be unnecessary as 1 
drop of Iodine sol. usually gave a blue colour. 


Calculation: 1 ¢.c. of .005 Iodine sol.=1.25 mgm of 
Glutathione. 


Discussion: 

(1) Woopwarp and Fry" report that Sulfosali- 
eylic acid is to be preferred as a protein precipitant 
for the following reasons :— 

(a) The Glutathione is completely recovered 
from blood, Trichloracetic acid extracts 
yielding less amounts.'® 


(b) No reduced Glutathione can be auto-oxidis- 
ed at the more acid reaction of the Sulpho- 
salicylic acid filtrate (pH below 2). 
Tungstie acid filtrates are more alkaline, 
pH being about 5. (2) 

(c) We have found 189 Sulfosalicylic acid to 
give as much good results as 25% used 
by Woodward and Fry and its pH is about 
2, which is a suitable reaction to prevent 
oxidation of Glutathione according to 
them. So in this work, 18% is used all 
along in case of blood. 

(2) As regards titration of the Glutathione in the 
filtrate, we have retained the original procedure as 
recommended by TuNNICLIFFE i.e. a direct titration 
against Jodine  solution'®. The back titration 
method of adding excess of Iodine and then titrating 
against thiosulphate solution involves another source 
of error and was not tried. Woopwarp and Fry 
recommend JIodate solution, but in our hands it 
proved very unsatisfactory as a blue colour developed 
before addition of Iodate. The only inconvenience in 
the use of Iodine solution is that it keeps very badly 
and is therefore to be standardised immediately before 
use. The Glutathione content of the blood of our 
laboratory sheep was determined by this method and & 
gave comparatively constant results on different 


4 


occasions. 
Glutathione content of sheep’s blood. 
I 2 3 4 5 Average Variation from average 


25 230 19) 226 36 About 12% 
mgm.% + 274 


Procedure in case of tissues, liver and muscle: 

A piece of tissue, about 1 to 2. gms., was cut 
out, weighed and ground in a mortar with dry sand. 
It was later extracted with about 5 c.c. of 10% 
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Sulfosalicylie acid. The extraction was repeated 
twice more. Every time the acid extracts were 
filtered and finally the tissue was squeezed dry over 
the filter paper. Extraction with 25% and 18% acid 
gave as much good result as with 10%, and the p!I 
So 10% solution of the acid was em- 
ployed in case of tissues. After the tissue was thus 
thrice extracted with the acid and filtered, the whole 
of the filtrate was taken in a test tube, which was 
kept cool, 2—83 drops of starch solution were added 
and it was titrated against Iodine solution as in case 
of blood. A blank titration with 10% 
Sulphosalicylie acid, but it was again found to be 


was about 2. 


was made 


unnecessary. 


Discussion 


(1) Hawk recommends*® 10% Trichloracetic acid 
for extraction of tissue Glutathione but Sulfosali- 
evylic acid was used for reasons mentioned in connec- 
tion with blood. Results with both acids, however, 


were same in our hands. 


(2) In case of both blood and tissues, the titra- 
tions should be immediately undertaken, as after a 
time, the Glutathione may be oxidised. All these 
determinations are showing reduced Glutathione. 
Total Glutathione may be estimated by treating the 
extraets with zine dusts and refiltering, before titra- 
tion. 
frog’s liver and 


The Glutathione content of 
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muscle as determined by this method, is tabulated 
below ;— 

Glutathione content of frog’s liver. Resting values. 


100 I10 150 80 100 240 210 200 IIO 120 218 IIO 120 
14 15 16 17 18 19 20 2r 22 Average. 
130 80 100 82 140 150 170 125 mgin.%, 


Glutathione content of frog’s muscle. Resting values. 


34 26 31 25 30 30 40 40 40 35 50 45 43 46 37 mgm.” 
After getting a satisfactory method of determination 
of Glutathione in blood and tissues and some resting 


values, the following experiments were done: 


9 IO II 12 13 14 Average 


GLUTATHIONE CONTENT OF F'ROG’S LIVER AND MUSCLE 


BEFORE AND AFTER STIMULATION OF A MUSCLE 


Procedure: 

A frog was pithed and its abdomen opened. 
After ligature, a piece of liver was cut off. Both 
Gastrocnemius muscles were then exposed and a piece 
Glutathione contents of these 
were determined. of the 
muscle was then stimulated by submaximal Faradic 
shocks and the muscle responded by clonic con- 
varying 


from one was excised. 


The sciatic nerve intact 


tractions. The stimulation was applied for 
intervals of time and was stopped when the muscle 
vas showing signs of fatigue. After 5 to 10 minutes, 
a portion of the liver and the stimulated muscle were 
excised and their Glutathione content determined. 
The following were the results: 


Glutathione content 


of liver and muscle of frog before and after stimulation of a muscle. 


Exp. No. Muscleglut. Period Variation Liverglut. Variation Remarks : 
Before After of Stn. + - Before After + - 
31 46 Io min. 26% 218 155 21% 
25 35 26%, 110 90 21% 
35 40 26%, * 100 94 * 21% In 
4- 40 50 26%, 170 130 21% 
5. 43 57 15 min 37% . 150 200 14‘ - mgm. 
6. 50 55 37% 82 go 14%. 
7 40 50 a 37% = 130 150 14% a per 
8 30 50 37% 100 120 14% 
9 30 50 37% IIo 120 14% cent. 
10. 40 50 20 min 47% . 80 110 29% 
40 60 47% 120 150 29° 
12. 45 75 ” 47% . 140 180 29% * 
Average: 37 15 38% 125 133 6% 
Tt wili be seen that, except in 4 cases where other occasion as a result of stimulation of the muscle 


stimulation was for a short period and the liver 
Glutathione was decreased, it was increased on every 


and more or less proportional to the period of stimula- 


tion. Glutathione content of muscle, however, in- 
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creased on every occasion as a result of stimulation 
quite appreciably and proportionate to the period of 
activity. 

To test further on these lines, the following 
experiments were done with mammals :— 


GLUTATHIONE CONTENT OF Muscuie, Liver, AND BLoop 
oF MAMMALS, BEFORE AND AFTER STIMULATION 
oF A MUSCLE 


Procedure: The animal was anesthetised with 
Urethane injection intraperitonially. Abdomen was 
then opened, and after ligature, a portion of the liver 
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was removed. A portion of Biceps Femoris muscle 
of one leg was also excised; and their Glutathione 
contents were determined. The Glutathione content 
of blood from Femoral artery (FA) of animals no. 1 
& 2 and from Femoral artery, and vein (FV), Portal 
(PV) and Hepatic veins (HV) of animal no. 3 were 
also determined. Then the corresponding muscle of 
the other leg of the animal was stimulated indirectly 
by submaximal Faradic shocks into clonic contrac- 
tions for different periods in case of different animal ; 
and after 5 to 10 minutes of rest, the Glutathione 
contents of the tissues were again determined. ‘The 
following results were obtained :— 


Glutathione in tissues of mammals, 


Exp. No. Liverglut Variation Period 


Bef. Aftr. + of stn. 
No. 1. Rabbit (1 kgm.) .... 109 183 86% * 30 min. 
No. 2. Cat (3 kgm.) .» 243 380 56% * 15 min. 
No. 3. Cat (2:9 kgm.) 


224 253 12% * 20 min. 


It will be seen that in these experiments as well, 
our previous finding is corroborated, i.e., both liver 
and muscle Glutathicne are increased during oxida- 
tive recovery of a muscle after a period of activity. 
The increase of liver Glutathione is presumably due 
to increased demand of it from the muscle, to meet 
which the liver first gives up its stored Glutathione 
( that explains diminution of liver Glutathione after 
stimulation for short periods, see table no. 3) and 
then manufactures more of it. We are sorry that 
our readings in blood Glutathione changes do not 
show any appreciable variations to draw any conclu- 
sion, except in two cases, where they are marked. 
These readings support our view that as a result of 
stimulation of muscle, more Glutathione escapes from 
the liver by the Hepatic vein than before stimulation 
and that the Femoral artery blood carries more of the 
material. 

Lastly to test whether Urethane anesthesia has 
any effect on the Glutathione content of the tissues, 
Glutathione was determined in frog’s liver and muscle 
after pithing the animal. Then the drug was injected 
and after some time another determination made. 
The results show that there is hardly any change: 


Liver and muscle Glutathione before and 
after Urethane anesthesia. 


Liver Glutathione. Muscle Glutathione. 


Before After Before After 
105 it? 32 26 mgm.% 


before and after muscle stimulation. 


Muscleglut Varia. Blood Glutathione Rem. : 


Bef, Aftr. + FV. FA. ey. HV. 


B AB AB AB A. in 


5 19 27% * * * gr 55 * * * * per 


Again to exclude effects of sympathetic stimula- 
tion ( fright, ete. ), the Glutathione content of the 
tissues before and after sympathetic stimulation were 
determined. The result show that though there is 
hardly any change in muscle Glutathione, there is 
considerable increase in case of liver Glutathione. 
But it should be remembered that our previous results 
were all obtained under similar conditions as regards 
anesthesia and sympathetic stimulation before and 
after muscular activity. 


Liver Glutathione. Muscle Glutathione. 


Before After Before After 
81 133 25 26 mgm.% 
CoNCLUSIONS 


Though further work along these lines seems 
necessary, this work, according to our opinion, clearly 
demonstrates that as regards muscle Glutathione, 
there is invariably a very considerable rise of it during 
the oxidative recovery period and that the rise is 
proportional to the period of previous activity. As 
regards liver Glutathione, except in 4 cases where 
stimulation was applied for a short time, there is also 
an increase, again more or less proportional to the 
period of stimulation. One is tempted, from these 
observations, to push forward the suggestion that, for 
some reason or other, Glutathione is needed for the 
oxidative recovery process in a muscle and is, there- 
fore, found there in increased quantities during that 
period. Most probably it comes from liver, which 
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manufactures it in increased quantities and sends it to 
the muscle when muscle has need of the material. 
ixperiments im vitro may not, as yet, explain the 
role of Glutathione in oxidation but it is nevertheless 
remarkable that a tissue has need of more of the com- 

pound during oxidative changes therein. 


SUMMARY 


(1) A method is given for determination of Glu- 
tuthione in blood and tissues, which is simple and 
reliable. 


(2) Glutathione content (resting values ) of the 
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following tissues were determined; (a) sheep’s blood, 
(b) frog’s liver, (c) frog’s muscle. 

(3) It is demonstrated that during recovery 
period of a muscle after activity, there is an appreci- 
able rise in its Glutathione content proportional to the 
period of activity, and that paripassu liver Gluta- 
thione is also increased. 

(4) A suggestion is put forward that Glutathione 
is manufactured in the liver and sent to the muscles 
( and other tissues ) when there is oxidation of meta- 
bolites there, indicating that Glutathione is in some 
way connected with tissue oxidation. 
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AETIOLOGY, PREVENTION AND TREATMENT OF 
PUERPERAL SEPSIS# 


JEAN THOMPSON 
( Lady Hardinge Medical College, Dethi ) 


I approach this subject with a good deal of 
difidence as no special research work has been 
earried out at the Lady Hardinge Hospital in puer- 
peral sepsis and I have no new light to throw upou 
the problems of etiology, prevention and treatment. 
However, perhaps a brief analysis of septic cases 
occurring in the hospital during this year may form 
a basis for consideration of some of the main factors 
towards which our energies may be directed in 
attempting preventive measures. 


” 


I have defined as ‘* septic ’’ those cases showing 
pyrexia during the puerperium of a 100 degrees or 
more on two or more separate occasions whether 
accompanied by definite signs of sepsis or not. 


There were up to the end of November this year 
614 deliveries in hospital; of these 57, according to 
the above criticism, became septic, i.e. 9.3%. Of 
these 420 were normal and 20 had some pyrexia, i.e. 
4.8%; 194 were abnormal and 37 had pyrexia, i.e. 
19%; that is 4 times as many cases of abnormal 
delivery became septic as compared to normal deli- 
veries. There were 6 deaths i.e. 1% of cases delivered 
in hospital died of sepsis; 4 left hospital, against 
advice in a very bad condition and presumably died 
which brings the death rate up to 1.65%. 

Considering the normal deliveries:—Of the 20 
septic cases 13 were mild and recovered, 7 were 
severe, 2 died, 2 left against advice, 3 were cured; 
25%, of these pyrexial cases were apparently normal 
healthy women, had spontaneous labours, had no 
lacerations or post partum hemorrhage; 75% showed 
etiological factors, such as, anemia, malaria, dysen- 
tery, prolonged labour with previous examination by 
an outside dai. One of the worst cases of septicemia 
who recovered had a rapid spontaneous delivery but 
she was admitted with severe malaria and had been 
suffering from bad attacks for months. 

Considering the abnormal deliveries:—16 were 
cases of Cesarian section, 10 were clean waiting cases 


* Read at the XI All-India Conference, Delhi, 1934. 


or cases operated ‘on early in labour and untouched 
by outside examination, 2 developed thrombophlebitis, 
2 coli infection, 3 mild local wound infection, 2 mild 
pyrexia with no other symptoms; 1 was anemic and 
had bronchitis; all recovered. Roughly 19% of 
clean ’’ Cesarian sections developed some sepsis. 

The remaining 6 were cases admitted late in 
labour, or at least some hours in labour, and with 
histories of outside examinations or manipulations. 
All 6, i.e. 100% of this type of case developed sepsis; 
4 were mild cases and 2 severe—All recovered. In- 
cluded in these were two lower segment Czsarians 
operated upon very late in labour and they were both 
eases of mild spesis. 


JETIOLOGY 


In looking at these figures the two well-known 
etiological factors stand out forcibly; (1) that ab- 
normal and neglected labour predisposes enormously 
to sepsis, (2) that disease and debility are equally 
important factors; anemia is an especially marked 
etiological factor as Dr. Houlton shows in her series 
of cases where 78% of the cases were anemic. 

With regard to other etiological factors an ana- 
lysis of the parity of these eases shows that twice as 
many multipara as primipara contracted sepsis and 
the majority of the multiparous women had had 5 or 
more previous pregnancies. 


The observation of a definite seasonal influence is 
interesting. As Dr. Houlton has pointed out more 
than half of the cases of puerperal sepsis admitted to 
hospital were in September, October and November. 
Also about a half of the cases delivered in hospital 
and becoming septie occurred in August, September, 
October and November. This is no doubt partially 
explained by the generally known fact that in hospital, 
at least, these months are the busiest ones in the 
obstetric wards; but this does not altogether explain 
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it. We have the impression that this year these 
months brought an unusual number of cases; it would 
be very interesting if some light could be thrown on 
this. 


The question of the importance of droplet 
infection from infected noses and throats of doctors 
und nurses is a controversial one and much investiga- 
tion has been carried out in this direction in recent 
In 1931, Smrrn of the Department of Health 
for Seotland found that in no less than 12 out of 21 


\ears. 


especially investigated infected cases the infecting 
strain of hemolytic streptococcus could be traced to 
the throat and nose of the doctor, nurse or student in 
attendance. This emphasised the need for the wear- 
ing of masks during delivery or exposure of the vulva. 
On the other hand, in a recent article in the B. M. J. 
laRQUHAR Murray states that investigation showed 
that the importance of droplet infection is over- 
stressed; for in 1929 a team of nursing staff and 
students who were carriers of hemolytic streptococci, 
without wearing masks and without gargling or treat- 
attended 183 clean labour 
cases; only 3 of these vases developed mild and 
transitory pyrexias believed to be due to sepsis. 
These are conflicting views, but at least there is no 
doubt that it is highly dangerous for any doctor, 
nurse, or attendant who has a definite sore throat 
tonsilitis, laryngitis, or antral infection to attend a 
parturient woman. Whether it is necessary for all 
attendants to wear masks is not a settled question 
but the glaring evidence of insufficient or non- 
sterilisation of the hands of the attendants and the 
vulva of the patient as a great cause of sepsis is 
entirely uncontroversial. How often is one, on being 
called to examine a woman in her house, presented 
with a small lota of cold or lukewarm water and no 
soap, ind how terribly insufficient must be the 
aseptie toilet of such women and their attendants at 
the time of labour. Many of the dais who attend 
them have had some training and do very well in 
their limited cireumstances but many must be totally 
ignorant and untrained. As to the question of auto- 
genous infection there is clear evidence that the worst 
form of puerperal sepsis may develop after a perfectly 
normal labour without interference or damage, often 
Bourne and 


mnent of their throats, 


without even vaginal examination. 
WituraMs showed that although many women before 
labour are found to have a vaginal streptococcus yet 
there is not clear evidence that these cases develop 


sepsis. Many who do harbour these organisms before 
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Jabour remain apyrexial. The point is thus stressed 
that the infecting organism is not the only factor in 
these cases of infection. That the 
question of the resistance of the patient and the 
bactericidal power of the blood is of great importance, 
and much investigation remains to be done in this 


autogenous 


direction. 


It is shown by a series of cases that of those 
harbouring vaginal streptococci before labour, the 
incidence of sepsis afterwards was markedly increased 
in those cases in which there had been interference 
or lacerations of the vagina or cervix. A considera- 
tion of these facts indicates the main direction tnat 
preventive treatment should take; namely, (1) ante- 
natal care in which treatment of any existing disease 
such as, anemia, malaria, dysentery, debility, is not 
less important than recognition of abnormalities of 
the pelvis or presentation of the foetus. 


Secondly aseptic and antiseptic measures during 
labour and the puerperium. ‘The importance of 
adequate dressing of the vulva during the puerperium 
and adequate sterilisation of the hands of the nurse 
is sometimes overlooked, too much stress cannot be 
laid upon this point and upon the proper cleaning 
and sterilising of bed-pans. Also, there seems to be 
« tendency in this country to keep the puerperal 
patient lying flat for many days instead of letting her 
sit up in the early days and so obtain free drainage 


of the lochia. 


‘he proper repair and dressing of vaginal and 
perineal lacerations in another point that needs 
emphasising, too often one sees in the septic case 
admitted to hospital, an unsutured perineal wound 
often sloughing, towards which no attention has been 
paid, 

The value of wearing gloves for delivery is 
another point upon which there is not unanimity of 
opinion. They may give a false sense of security. 
Students and nurses have to be taught that there is 
a definite art in putting on rubber gloves. The incli- 
nation is after a hurried wash to scramble into the 
gloves, allowing the bare hands to come into contact 
with the outside sterile rubber as the fingers are 
worked into place, and then to feel that sterilisation 
of the hands is accomplished. But if after adequate 
washing and soaking in antiseptic lotion the hand is 
slid into the glove without coming into contact with 
the outer surface, then as complete asepsis is obtained 


as possible. Experiments have shown that scrubbmg 
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of the hands for 3 minutes in warm water and yellow 
soap kills all the streptococci but leaves many of the 
staphylococci. But that this period of protection 
lasts only a few minutes. After disinfection of the 
hands with lysol or perchloride as well, the period of 
protection is under an hour, while skin treated with 
2%, iodine remains bactericidally active for several 
hours. The hands should be frequently immersed in 
disinfectant lotion during any waiting periods. The 
vulva should be washed with soap and water, shaved, 
or the hairs clipped short, and swabbed with dis- 
infectant lotion at frequent intervals. 


Thirdly, more skilled attention during delivery, 
the avoidance as far as possible of unnecessary mani- 
pulations, exhaustion, lacerations and hemorrhage. 


As to how these three are to be obtained, the 
field is too wide to be more than touched upon here. 
We all know the efforts that are being made to 
establish better training of students, nurses and dais 
and supervision of the latter, and the formation of 
ante-natal centres and we all know how much more 
there is to be done. We know that in England 
where public health work is well advanced, the 
maternal mortality has not fallen since 1901, that the 
death rate from sepsis is 4 of the total maternal 
death rate, that this has not fallen since 1901; that 
there is profound dissatisfaction over this and with 
regard to ante-natal work. We know that in India 
we have not reached even this unsatisfactory state. 
But also it is encouraging to know that this work 
is advancing here. Ante-natal clinics and health 
centres for training are growing and the people are 
learning to come to these clinies more and more 
every year. 


TREATMENT 


It is well-known that in spite of much work and 
much investigation, no real advance has been made in 
the treatment of puerperal sepsis. From the mass of 
literature 3 lines only stand out as of paramount 
importance. 1. Prophylaxis; 2. good nursing; 3. good 
symptomatic doctoring. With regard to nursing the 
value of early removal to hospital is clearly brought 
out in Dr. Hovtron’s list of cases. How impossible 


it is in a private house, unless the people are wealthy 
enough to afford a day and a night nurse and daily 
doctor’s visits, to get anything done at all. The 
patient is always lying flat on her back instead of 
being propped up to allow the lochia to drain freely. 
There is no one to attend to the toilet of the vulva; 
tepid sponging is a thing to be feared, proper reports 
of the action of the bowels, amount of sleep obtained, 
and nourishment taken are not forthcoming.  Bac- 
teriological investigations are impossible. But in 
hospital everything possible can be done to increase 
the patient’s resistance (which is the one undoubted 
line of treatment we have to go upon) by eliminating 
exhausting conditions, such as, sleeplessness, pain, 
vomiting, diarrhoea and by regular adequate feeding. 
The patient is propped up well and truly, discharges 
are not allowed to collect in the vagina. The mouth 
is kept well-cleaned and the bowels regulated. A 
doctor is at hand to prescribe symptomatically, the 
urine and blood are examined bacteriologically and 
co-existing factors, such as anemia, malaria, B. Coli 
infection, are dealt with. Perhaps it is worth while 
recalling the possibility of above treatment. In a 
conscientious endeavour to leave nothing undone for 
the good of the patient it is possible to forget her 
need of as much rest as possible. 

The treatment adopted at the L.H.H. is that 
pre-eminently of attention to nursing points and 
symptomatic treatment. Anti-streptocoeeal serum is 
only given prophylactically and in those cases with 
definite strepto. septicemia. Vitamin A is given in 
the form of radiostoleum or haliverol. Every case is 
given rheumatic phylacogen daily beginning in small 
doses of -2 cc. and increasing daily by -1 ec. It has 
been thought that this is more valuable than mixed 
infection phylacogen. Alkalis are given in large doses 
and glucose as a routine in an effort to combat toxe- 
mia. The locai treatment consists of douches _ if 
there is offensive discharge; intra-uterine glycerine 
has been abandoned practically speaking, but 
occasionally vaginal glycerine is given. Local slough- 
ing wounds are treated with H, O,, irrigation usually 


with eusol, and glycerine and flavine dressings. 


Many bad cases of septicemia and peritonitis have 
recovered on this line of treatment. 
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CHOLERA KIDNEY—A HISTOLOGICAL STUDY« 


DHIRENDRA NATH BANERJEE, (Cal.), m.p. (Berlin) 


SUNIL KRISNA DATTA, 


(From the Department of Pathology, Carmichael M edical College ) 


Cholera is a mysterious disease and kidney a 
mysterious organ. So much so, that in majority of 
eases of cholera we find the post-mortem changes so 
slight and inconspicuous that one wonders to com- 
pare the pathological findings with the drastic mani- 
festations the patient had during life. The classical 
post-mortem findings, characteristic of cholera, which 
are mainly dependent on dehydration giving a dry 
and shrunken appearance to the external surface as 
well as the internal organs of the body are in most 
cases absent due to the efficient hospital service where 
practically no case is allowed to die from loss of fluid. 
lor that reason we miss generally the classical picture 
us given in text-books on the post-mortem table. 
Apart from the loss of fluid, two other clinical mani- 
festations—purging with vomiting and anuria, with or 
without the so-called uremia which are so conspicu- 
ous during life, naturally brings to the mind of an 
earnest student to enquire about the pathological 
findings of the intestines and kidneys 
Here he is totally disappointed to find the inconspi- 
In fact, if one was not told that the 
had severe 
purging and had died of anuria with violent uremia 


post-mortem. 


cuous evidences. 
body under examination vomiting and 
he would have described the intestines and kidneys 
to be normal. 


If we carry the examination further to the 
ordinary histological examination, 


i.e., With hamatoxylin-eosin and van Gieson staining 


microscope, by 
we find very little gross change. Some of the cases 
show only degenerative changes in the epithelium of 
With a view to study the 
minute anatomy of the kidney special histological 
methods have been adopted. 


the convoluted tubules. 


METHODS USED IN THIS STUDY 


26 specimens of cholera kidney have been studied 
including 5 cases who died as a result of cholera 


All the 


Frozen 


uremia with total anuria for several days. 
samples have been fixed in 10% formalin. 
sections are examined unstained for lipoids forming 
doubly refractive crystals under the polariscope with 
the Nichols crossed as well as stained with Scarlet 
Red for fat. Peroxydase reaction was done for leuco- 
eytes. Davidoff’s method of transferring formalin 
fixed tissue to Zenker for paraffin sections is adopted 
and is found to work very satisfactorily. The follow- 
ing stains have been used for the present study :— 
Hematoxylin-eosin, van Weigert’s Elastic 
Scarlet Red, peroxydase reaction, Mallory’s 
methylene blue, Ohmorie’s Opal blue—picric acid, 
and modified Mallory’s Anilin blue. The modifica- 
following 


Gieson, 


ec sIn- 


tion has been done in the way. The 
nucleus staining with Azan carmine G as modified 
by Heidenhein has been combined with Lee-Brown 
modification with phosphomolibdie acid, anilin blue, 
orange G. mixture. Subsequently this has been 
further modified by us using only lithium carmine 
instead of Azan earmine followed by Lee-Brown 
method. This modification of Mallory’s anilin blue 
stain has given the best result and has been found 
to be very simple in our hands. Mallory’s anilin 
blue stain shows beautifully the glomerular, capsular 
and tubular basement membranes which are stained 
dark blue. mebmrane_ is 
found to be thinner than that 
tubule. The glomerular basement membrane clearly 
differentiates the glomerular from the 
glomerular epithelium. The 
cells, when seen under oil immersion 
abundant cytoplasm with large vesicular nuclei with 
These cells lie out- 


The glomerular basement 
of the capsule and 


endothelium 

glomerular epithelial 
lens, possess 
one or more prominent nuclioli. 
side the glomerular basement membrane, while the 
glomerular endothelial cells lie inside the basement 
and have small amount of cytoplasm. 
much more 


membrane 
The epithelial cells are found to be 
numerous than the endothelial cells. 


* Read before the Indian Science Congress, Calcutta Session, January, 1935. 
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The descriptions which follow, when not other- 
wise mentioned, are mainly based on the findings 
under oil immersion lens from sections stained with 
Mallory’s anilin blue stain as modified by us. 


CHANGES IN THE GLOMERULAR TUFT 


1. Glomerular basement membrane. 

Glomerular basement membrane shows evidence 
of very little change in most of the specimens. It 
is most conspicuous in one case (P. M. 56) where it 
shows considerable sclerotie thickening with presence 
of no lipoid changes. Wetcerr’s elastic tissue stain 
shows this thickening very prominently. 

2. Glomerular Epithelium—The epithelial ceils 
which on account of their position outside the 
capillary loops are easily differentiated, show _ proli- 
ferative changes in most of the specimens. The 
nuclei of these cells are also found to be enlarged. 
The cytoplasm of many of these cells show soni 
hyalin granules and often vacuoles but no fat globules 
are seen. Many of these cells have been found to 
degenerate, lying free in the capsular space. 

3. Glomerular endothelium—The endothelial 
cells which lie within the glomerular basement mem- 
brane show in most instances evidence of prolifera- 
tion so that the tuft appears solid and the lobulations 
become more prominent. In conjunction with the 
proliferative changes of the glomerular epithelial cells 
the tuft appears more cellular. Definite mitosis of 
either the epithelial or endothelial cells have not been 
noticed. The endothelial cells, too, show no lipoid 
changes. 

4. Glomerular  intracapillary leucoeytes—See- 
tions stained for peroxidase reaction show presence of 
no polymorphonuclear neutrophiles in the capillaries 
of the tuft. No evidence of mononuclear cell infiltra- 
tion has also been observed. 


5. Focal necrosis of the glomerular tuft—In 
many glomeruli the hyaline changes of focal necrosis 
form very prominent findings. The hyaline fibres 
stain blue with Mallory’s anilin blue or Ohmori’s 
opal blue and are exactly of the same colour as the 
basement membrane. They stain red with van 
Gieson and are invisible with Hematoxylin-eosin. 
In less prominent instances they lie as fine lines 
appearing between the proliferated endothelial cells 
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with thickenings at the points where they cross one 
another. In more advanced conditions, they appear to 
diffuse in most of the loops but first occurring in the 
peripheral parts of the lobules. In some instances, 
the hyalin fibres are very numerous and occupy the 
greater part of the tuft. The formation of these 
focal necrosis is regarded to be the initial stage of 
the hyalinisation of the glomerulus. 

6. Glomerular stroma—In some instances a 
definite fibroblastic infiltration has been observed 
leading to adhesion between the tuft and the 
Bowman's capsule. No evidence of any oedema or 
leucocytic infiltration was observed. 


CHANGES IN THE BowMaNn’'s CAPSULE 


7. Visceral and parietal epithelium of the 
eapsule—The reaction of these cells is similar to 
that of the tuft. They show proliferative changes 
with hyalin degeneration. The epithelium appears 
very cellular but mostly present in one layer, only in 
a few instances they are of multiple layers, but the 
proliferation is never so extensive so as to form 
epithelial crescents. Blue hyalin fibres are also found 
in threads between the epithelial cells. 


8. Capsular basement membrane—Sclerotic 
thickening of the basement membrane has been 
observed in many instances. It is a noticeable feature 
that in a large percentage of cases under study and 
particularly all cases in which death was due to 
uremia, the sclerotic thickening of the capsular base- 
ment membrane with subsequent development of 
collagenous crescents and ultimately leading to 
sclerotic glomerular atrophy have been observed. 


In the earlier stages a slight uniform thickening 
ot the whole basement membrane specially at a point 
opposite to the hilum is noticed. This thickening 
increases to a considerable extent until a crescent ot 
delicate collagenous fibrils is formed which may 
render the basement membrane greatly thicker and 
lined internally by the proliferated parietal epithelium. 

In all the cases of uremia under study, the 
kidney shows very advanced stages of this sclerotic 
glomerular atrophy. The hyalinisation and atrophy 
of the whole glomerulus might have been produced 
in the following manner. A_ two-fold disturbance 
have taken place in the glomerulus, one, starting in 
the tuft and the other in the capsule. Firstly the 
hyaline changes of focal necrosis, as mentioned 
before, when of sufficient amount naturally allows 
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very little lumen for the proper circulation to take 
place through the capillary loops leading to a further 
increase of focal necrosis and hyalinization of a con- 
siderable portion of the glomerulus. On the other 
hand, the second factor which starts in the thicken- 
ing of the basement membrane of the Bowman’s 
capsule, when of sufficient amount, constricts the 
efferent tubules at its origin leading to the atrophy 
and hyalinization of the glomerulus. The nuclei 
gradually disappear and ultimately a general con- 
traction of the glomerulus takes place. Finally a 
hyalin fibrous mass resulting in fusion of the tuft and 
the capsular basement membrane forming one mass 
takes place. 

9. Periglomerular tissue—This tissue which is a 
part of the interstitial tissue of the kidney often 
shows fibroblastic proliferation which often extends 
tc a considerable distance away from the glumerules. 


10. Cavity of the Bowman’s capsule—Presence 
of granular debris in the cavity with presence of few 
red blood cells attached to the parietal layer is a 
No leucocytes have been 
observed. No evidence of any diffuse or focal 
hemorrhage into the Bowman’s capsule leading to 
the formation of focal embolic necrosis nor any 
cellular homogeneous or organised clots have been 


fairly common finding. 


scen. 


PATHOLOGICAL CHANGES IN THE TUBULES. 


11. Degenerative changes of the epithelium— 
The epithelial cells of the convoluted tubules are 
found to be appreciably larger than normal and_ lie 
more widely separated. Albuminous degeneration is 
present in the cells with various degrees of nuclear 
Hyaline-droplet degeneration which 
normal kidney appears very 
commonly in cholera. The hyaline droplets appear 
spherical and are of various sizes taking orange-brown 
stain with van Gieson and occur in the cytoplasm of 
a swollen epithelium. The fatty changes are present 
in the convoluted tubules and also in the loops otf 
Henley. The degenerative changes often lead to 
fairly advanced necrosis of many groups of convoluted 
tubules. 


degeneration. 
is rarely found in 


12. Abnormal contents in lumina—Fair number 
of desquamated epithelial cells are seen in the tubules. 
These cells which are shed into the lumina are often 
found laden with fat. Few red blood cells are 
frequently seen but no nutrophilic leucocytes can 
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be demonstrated in the specimens stained for 
peroxidase reaction. Casts are very frequently seen 
in the Hyaline, and epithelial 
casts are frequent. 


lumina. granular 

13. Tubular atrophy—Atrophy with loss of epi- 
thelium is fairly common, but in those specimens 
where sclerotic glomerular atrophy was present, the 
atrophy of the tubule was a conspicuous feature. 

14. Vessels—The cases may be divided into 
three groups according to the occurrence of vascular 
hypertrophy. First, the majority of cases show no 
evidence of any thickening of the vessel wall. The 
remaining ones come under two groups, one, showing 
sclerotic glomerular atrophy with subsequent atrophy 
of the tubule but without any thickening of the 
vessels, while the other group in which all the 
uremia cases of this series are included show definite 
hypertrophy of the vessel-wall and also sclerotic 
glomerular atrophy. The changes of the vessels are 
mainly restricted to the hypertrophy of the intima 
and also to a certain extent of the media. None of 
these cases are associated with cardiovascular hyper- 
Proliferation of the perivascular connective 
The vessels involved are mainly 


trophy. 
tissues is also seen. 
the interlobular arteries and very slightly in the 
interlobar arteries. Hyalin degeneration is observed 
in many of the vasa afferentia. 

15. Stroma—Proliferation of collagenous fibrils 
occurs in many places in those specimens where 
sclerotic glomerular atrophy, with or without vascular 
changes have been found. This reaction is always 
focal and occurs generally in the periglomerular tissue 
wedges and streaks. This 
infiltration 


in the form of small 
reaction is not associated with 
and is generally distributed following the direction of 


the interlobular arteries and their branches. 


cellular 


Summary AND CoNCLUSIONS 
From a histological study of 26 specimens of 
cholera kidney including 5 cases who died of cholera 
uremia with total anuria for several days the conciu- 


sions are as follows :— 


1. By ordinary histological examinations very 
little changes of the glomerulus are detected, in fact, 
many of the specimens under study have been 
reported as normal on routine examination. 
methods a 
tubule are 


2. By using special histological 
gross damage to the glomerulus and 


detected. 
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3. The glomerular changes are mainly those of 
thickening of the glomerular basement membrane 
Re with proliferation of both the epithelial and endo- 
“' thelial cells of the tuft. Hyaline changes of focal 
necrosis are conspicuous. Thickening of the capsular 
basement membrane with sclerotic glomerular atrophy 
is fairly common, while that is invariably present in 
all eases who died of uremia. 
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4. Tubular changes are mainly those of albu- 


minous hyalin droplet degeneration of the epithelium 


o: the convoluted tubules. 


Various forms of casts are 


found to be present in the lumen of the tubules. 


5. Interlobular vessels show thickening 
wall in all cases dead of uremia. 
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CHOLERA KIDNEY 


Cholera 
The kidney is 


Our knowledge on 
being perfect. 


Kidney is far from 
grossly damaged in 
almost any case of cholera is shown by the fact that 
the suppression of urine forms the 
symptom — in 


most common 


almost every case and very often 


becomes permanent and absolute leading to the 
aeccumulalation of waste products of the body in the 
blood producing the most dangerous complication— 

It is a noticeable feature that all the functions 
ft the kidney Thus the 
funetion to eliminate the end products of the protein 


are disturbed in cholera. 
metabolism is greatly impaired leading to retention of 
those as revealed by blood chemistry. The maximum 
und average figures found by the writers of a recent 
paper being— 


Maximum Average 
NPN 225.9 mgm. for 100 ¢.c. blood 138.7 
Uric Aeid 35 9.1 
Creatinin ... 6.3 4.3 


All these figures show a great excess of what is found 
in normal individuals. It is also a noticeable feature 
that these figures in other affections may indieate a 
grave prognosis, but this is not necessarily so in 


cholera as a good number of cases showing the 
inaximum figures do recover and that possibly without 
any complieations. The disturbance of another fune- 
tion of the kidney, j.e., to help in the neutrality regu- 
lation of the organism leads to the production of one 
of the gravest’ form of acidosis. The water elimina- 
tion test and the phenol red pigment excretion test 
as found by the recent writers also show delay in their 
elimination indicating gross functional defect of the 
kidney in cholera. 


While the functional changes of the kidney are so 


well-marked along with clinical evidences of renal 

damage, the structural changes are quite inconspi- 

cuous. The literature uptil recently gives a poor 


picture of the histological findings and it has been 
foung that the histological examination, when done by 
ordinary methods, shows very little or no gross change. 
It was further pointed out that the routine post- 
mortem examination of the cholera kidney shows that 
they are apparently normal in the majority of cases in 
spite of the fact that many of them had drastic clinical 
imanifestations, such as total suppression of urine for 
6 or 7 days with violent delirium, unconsciousness, 
hiceough, laboured breathing and death—all evidences 
of the 


kidney due to the profound intoxication by the toxins 


of uremia as a result of failure of funetion 


of the cholera vibrio. 

The clinician has thus been placed on very in- 
secure foundation as it is futile to attempt to study 
disturbances of function of the kidney without at the 
same time attempting to discover the structural 
changes. 

By special technique the recent writers have 
shown that cholera does not produce nephrosis alone, 
as was previously supposed. It produces a good 
amount of glomerular damage. 

The glomerular change, as shown by them, are 
mainly those of thickening of the glomerular basement 
membrane with proliferation of both the epithelial and 
endothelial cells of the tuft. Thickening of the cap- 


sular basement membrane with sclerotic glomerular 


atrophy is fairly common while that is invariably found 
uremia. 


in all cases dead of Apparently this last 


finding must have been existing before the attack 
of cholera as those manifestations cannot possibly 
occur in 2 or 3 days of suffering from the disease. 
On the other hand, it may be assumed that those 
patients having sclerotic glomerular atrophy before 


the onset of cholera are naturally bad cases as they 
fatal 


The glomerular changes as mentioned above 


are soon liable to develop uremia often with 
results. 
also explain the presence of albumin, red blood cells 
and other constituents as are generally found in the 


urine of cholera cases. 
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ACUTE ABDOMINAL CONDITIONS IN CHILDREN* 
e 
JOSEPH BRENNEMAN, m.v. (Chicago) 


In choosing the subject, ‘* The Acute Abdomen 
of the Child ’’ I had two things in mind. It is to me 
the most interesting thing in pediatrics; secondly, I 
thought it had a rather wide interest not only to the 
pediatrician but to the surgeon, the internist, the 
nose and throat man and to a number of others. 


One reason why the acute abdomen is so_inter- 
esting is that one must make an accurate diagnosis, 
otherwise the result is apt to be catastrophic. I 
mean, if one misses something, one is liable to have 
a bad result. The abdomen commonly does not wait 
«x long time for diagnosis. One can wait two to six 
or ten days for a diagnosis of empyema. Sometimes 
I think we are better off, if not in too much of a 
hurry, but when it comes to an abdomen, we must 
ordinarily make the diagnosis fairly promptly, and in 
some cases promptness is absolutely essential. 


Of course the child, especially the baby, has 
quite a different repertoire of abdominal diseases than 
has the adult or the older child. Moreover, it requires 
a somewhat different technic, a pediatric technic. I 
use that term in a very broad sense. The _ pediatri- 

ian is just a general practitioner to young people, 
but he has to have a certain technic because the 
child cannot tell him just where he hurts or how much 
he hurts. Especially in the baby, we have to read 
it from the way he acts and from his expression, 
et cetera. 


I will take up the different acute conditions that 
may occur for diagnosis under three headings; First, 
the obstructions; secondly, the haemorrhages; and 
thirdly, the inflammatory conditions. 

The obstructions all have certain things in 
common which should make one suspect that there 
is obstruction somewhere in the intestinal tract to 
consider. If the obstruction is sudden and complete, 
we have always a sharp, sudden, acute, colicky pain 
which has characteristics of colic. That is, it is 


sharp and then stops for a while and then starts 
up again, with little pauses in between in which there 
1s not much pain. 

Furthermore, with every obstruction, nothing, 
or at least very little, is going beyond. If the 
obstruction is not complete, we have a marked over- 
activity of the intestine proximal to the obstruction; 
this fact applies also to gallstone or kidney stone or 
any condition in which there is a muscular propul- 
sive mechanism. There is hypertrophy and _ over- 
activity proximal and atrophy and collapse beyond 
that point. Ultimately, if it goes on long enough, 
there is, in addition to hypertrophy, dilatation—the 
same that occurs in the heart or elsewhere. In the 
intestine we have with obstruction, whether acute or 
chronic, reversed peristalsis. Therefore, the child 
vomits with every type of obstruction. 

One of the things that I have been especially 
interested in (having seen about a dozen or fifteen 
cases of it) is congenital atresia of the esophagus. 1 
think there must be many more than we realize and 
they are commonly diagnosed intractable vomiting or 
an intractable intestinal condition of some sort. In 
each of the dozen or more cases I have seen of 
course they all occur in the newborn only—death 
occurred in all before the tenth day. Nearly all the 
cases of congenital atresia of the esophagus belong in 
the same category. There is a complete separation 
between the upper and lower end of the esophagus. 
The upper end of the esophagus ends blindly, in a 
sac about the size of my finger. The lower end of 
the esophagus passes from the stomach directly into 
the bifurcation of the trachea, rarely into a bronchus. 
It is perfectly evident that in a region that is not 
accessible at that age to surgery, there is a condition 
which prevents the child taking food through natural 
passage. When picturing that to ourselves we get 
all the rest of the clinical picture. The child's 
abdomen is naturally retracted except the upper part. 


* Given before the Sixty-fourth Annual Session of the Colorado State Medical Society at Colorado Springs, September 21, 1934. 
This article is a transcript of the recorder’s report of the author's talk, which was given extemporaneously. Reproduced from 


Colorado Medicine 82:1, 1935. 
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because air goes through from the lungs through the 
The upper part of the 
I pointed that out 
somebody rediscovered it 
recently without having consulted the literature. But 
When the upper part of the 
abdomen is distended we may suspect a case of that 


esophagus into the stomach. 
stomach is usually distended. 
some years ago, and 


that often happens. 


sort. Of course these cases occur in the practice of 
the obstetrician who sometimes is not as much inter- 
ested in the baby as he is in the mother. If one 
watches such a baby, he will find that mucus is 
running out of the corner of the mouth that is 
dependent. Why? Because he cannot swallow .Upon 
giving that child some fluid, he will take one swallow 
and dispose of it. If he takes a second or third 
swallow, he turns blue all over, chokes and appears 
as if about to die. If turned over, the fluid runs out 
and he is all right. What happens, of course, is that 
when he swallows he fills up the upper part of the 
esophagus, which is hypertrophied, but the rest of 
it goes over into the trachea and the bronchi, and 
the child may die as a result, but rarely does. Of 
course they all die. No one has ever reported a case 
that has lived. RicurEr operated two of them, with 
a brilliant result in one! One of them lived four 
hours, and the other remarkable patient lived eight 
hours. If unfortunate enough to have one of these 
cases, you had better say to the parents, ‘ This 
child will die within the next week. No case has 
ever lived. It is useless to operate unless you prefer 


it. 


If in doubt about the diagnosis, pass a catheter. 
It is not necessary, but in passing a catheter towards 
the stomach, the distance from the lower alveolar 
horder to the obstruction is just about twelve centi- 
meters. In a small baby, it may be a little less and 
in a larger baby perhaps a little more. 


Proceeding a little bit further, we come to pyloric 
obstruction. That, of course, is such a large subject 
that I ean only touch upon a few things concerning 
it. To my mind there are three things that enter 
into differential diagnosis; first, there are certain 
babies, who, in the first two or three days of life, 
vomit a great deal, sometimes projectilely. Those 
are practically never true pyloric obstructions. The 
true hypertrophic pyloric stenosis begins very rarely 
before the end of the first or sometimes during the 
second or even third week, often even a little bit later 
than that. I sometimes think that the early vomiting 
is probably due to the fact that a child has a pretty 
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hard time coming into the world and possibly the 
pressure on the head has to do with it. If we feed 
them and pay no attention to it, they will be all right 
in a few days. The bad thing to do is to go on the 
supposition that it is serious and that all food must 
be withheld because it seems to induce vomiting. 


Secondly, we come to the two things that we 
may speak of clinically, at least, as pylorospasm and 
true hypertrophic pyloric stenosis. There may be, 
wtiologically, no distinction. Clinically, there is a 
decided difference. One type will get well with medica- 
tion; the other type has to be operated—at least in 
They both have much the same 
symptomatology. A child is usually all right for a 
week or two, but the pylorospasm may occur at any 
time in the first four to six months. 


my experience. 


The true hypertrophic pyloric stenosis almost 
always begins in the second or third week, rarely 
before. The patients vomit projectilely. Because of 
the marked loss of food, they naturally have very 
little bowel movement. They urinate very little. 
Then, as in every obstruction, the proximal portion of 
the viscus that has a muscular propulsive mechanism 
tries to push through and becomes hypertrophied. 
The stomach, therefore, becomes enlarged and one 
can see enormous waves going across the abdomen, 
starting from the region of the spleen on the left side 
and extending down somewhat lower over the right 
side. The things that distinguish the two are, to my 
mind, first: a true pylorospasm will get well if we 
give enough atropin or phenobarbital. My experience 
with phenobarbital has been very limited in these 


Perhaps in the course of time one gets certain 


cases. 
remedies which work all right and one does not take 


up with every new thing that comes along. Atropin 
always gives results. It does not make so much 
difference what the food is, provided it is a food that 
does not make a large residue in the stomach as raw 
milk does. There is one thing always to remember 
about atropin; it is one of the few drugs that will 
cause a high fever. I saw one time a fever of 109° 
result from increasing the dose from one drop to two 
drops of one to one thousand soultion. It does not 
do the baby a bit of harm. One thing to remember, 
however, is that he looks sick at the time. The 
abdomen becomes distended, because it has the same 
effect upon the intestine that it has upon the pyloric 
tumour, and we are liable to think there is peritonitis 


when there is not. It is immaterial whether we use 
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thick cereal or mother’s milk or some other simple 
food that makes no eurd. 


The other point is that patients with hypertrophic 
pyloric stenosis almost always have to be operated 
upon. The important diagnostic point is whether or 
not you find pyloric tumour. I should emphasize 
that. There are pediatricians who say they are not 
very often sure of whether they feel the pyloric 
tumour. I can safely say that we can feel a pyloric 
tumour in 95 per cent. of cases, but there is a certain 
little trick about it—one of those little things I spoke 
of as a pediatric trick—in order to get it. Give the 
child some water, then see the waves go across. 
Then all of a sudden he vomits, and just after he 
vomits the tumour is palpable 95 times out of 100. 
The way to feel it is to lay the whole warm hand fiat 
on the abdomen with the middle finger somewhat 
bent over the pyloric region, and press down fairly 
deeply at the junction or a little below the junction of 
the right rectus muscle and the costal border. Keep 
the finger there and keep feeling; it will be felt, in a 
while, if the child has vomited. If the abdomen is 
distended and pyloric waves are going across, it will 
not be felt as often as it will the other way. With 
the Rammstedt operation, practically all of them get 
well. There should be no mortality higher than 5 
per cent.; I would say 10 per cent would be high. 


Duodenal obstruction: In every case of duodenal 
obstruction that I have ever seen there has been 
excessive vomiting of bile, which does not oceur with 
pyloric obstruction. Once in a while a baby may 
vomit a little bile with pyloric obstruetion, but in the 
duodenal obstruetion, especially if the obstruction is 
distal to the ampulla of Vater, the child wili vomit 
green or yellow bile practically every time. It ean 
occur proximal to the ampulla. In that case, there 
is not vomiting of bile. 


X-ray may help some, but not much. Every 
pylorospasm does not allow material to pass beyond 
at some time. Usually X-ray simply makes another 
delay—another thing that is hard on the baby in mak- 
ing the examination. The surgeons do not like 
barium in the intestinal tract when they operate, so 
that I think it ought not to be there in these cases. 
With duodenal obstruction there is sometimes enor- 
mous dilatation of the proximal portion of the duode- 
num which ean be seen in the X-ray. Also, as in a 
ease in which the obstruction is somewhat farther 
down, during the examination one can see the lower 
end of the duodenum passing down with every con- 
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traction of the portion above it. Such cases are 
usually due to a congenital narrowing, a band or 
some such obstruction. The symptomatology is very 
similar to pylorospasm and pyloric stenosis except 
for the fact that there is bile in the vomitus. 
Intestinal obstruction: One can have, of course, 
congenital obstruction due to either a band or narrow- 
ing of the intestine or, a condition we have seen 
several times, a complete interruption of the 
intestine for a space of several inches, usually 
in the iliac region. Intussusception is the most 
interesting entity in intestinal obstruction. Intussus- 
ception, in the vast majority of babies, occurs in the 
second semester of life, between the fifth and the 
ninth or tenth month. Nearly all of those are ileoce- 
cal. There are very few exceptions to this. The few 
exceptions that I have seen that were not ileocecal 
were in older children where they were ileo-ileal; we 
have seen three in which Mrcke’s diverticulum was 
the starting point of an intussusception. Those were 
all in older children. What we think of, then, is 
intussusception of the ileocecal type in the baby. 
There are several diagnostic points about intussception 
that I think should be emphasized. I do not think 
one ought simply to enumerate all the symptoms of 
intussusception, although they all may have equal 
weight. One is very likely to get from the text-books 
& wrong impression. Surely some of those who write 
text-books never saw an intussusception begin in the 
home where there is a very different picture from 
what we see in the hospital. Intussusception begins 
suddenly. When intussusception occurs, the mother 
will make such a statement as ‘* He woke up at 4-30 
this morning crying with pain, and he vomited.” 
In other words, there are sudden symptoms and 
striking events. The child may have been asleep, 
when suddenly he will ery out, quiet down again 
and then ery or shriek with pain. It does not let up. 
There are little intermissions and colicky type of pain. 
He begins to vomit and then there happens something 
that I think must be emphasized. From the books 
you are apt to think that the child keeps on erying 
like that. He does not. If you do not see an 
intussusception (and you are very apt not to see an in- 
tussusception until the second day ), it is because the 
striking symptoms that oecurred at the beginning 
lessen so much that the mother thinks that the cluld 
is better. If you see the child at the end of one 
or two days, quite commonly he does not ery at all. 
With every new pain he will throw himself over on 
one side, take a deep breath, stretch out, or sigh, but 
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he does not any longer ery very much—at least nothing 
like he did at the beginning. In addition he has a 
characteristice after twenty-four 
He never smiles. I would not think a child 
who smiled had an intussusception. He has a pre- 
oecupied look. He looks by you: he does not stare, 
but he does not want to be disturbed. He knows 
something more is coming and is not widely appre- 


facial expression 


hours. 


hensive, but he has a pre-occupied, distant, calm 
look on his face, which is almost diagnostie of intus- 
susception. It cannot be diagnosed from that alone, 
but at least that is a very important sign. There, of 


course, is always vomiting. We can _ practically 


always feel a tumour. In my experience it does not 
help much to give an anesthetic. There must be two 
tumour,—a_ warm hand, 

It hurts a little. The 
touch that 


tumour, but we must feel quite a little while and all 


or three things to feel a 
patience, gentle palpation. 
babies often squirm a bit just as you 


of a sudden there is a sausage-shaped tumour. Do 
By the 
time we see an ileocecal intussusception it has at least 


not expect to find it in the ileocecal region. 


travelled, in the vast majority of cases, to the trans- 
verse colon and quite commonly, even with a relative- 
lv short time, it will be down in the descending colon. 
With intussusception the other important symptoin 
that always makes us suspect it is blood in the stools. 
I: is not an invariable symptom. TI have seen a child 
die of ileoceeal obstruction having had bowel move- 
ments to the end, and having passed no blood at any 
time. However, they nearly always have blood, but 
there must be a sharp obstruction to produce it. Of 
course, the first bowel movement is usually — fairly 

After that, if 
there 


normal. The second one has blood. 


there are more bowel movements, is nearly 


always blood. 

A very important diagnostie procedure is the 
rectal examination. If the condition has gone far 
enough so one can feel the tumour by rectum ( and, of 
course, it may reach the outside ), it gives the same 
impression that is obtained in a vaginal examination 


= 


—one feels something that resembles a cervix with : 
dimple in the centre of it. As the finger is withdrawn 
from the rectum, there comes with it a half teaspoon- 
ful or sometimes more of a currant jelly-like, turbid 
which is practically pathognomonic of 
intussusception. It does not occur with other obstruct- 
ions and it is almost unfailing. If I can not feel a 
tumour up above and put my finger in the rectum and 


draw it out and that spurt of blood mixed with mucus 


substance 
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comes with it, I will simply say, ‘* Call a surgeon; 


” 


that is intussusception.’’ There are a good many 
cases, probably, of acute intussusception that could 
be cured by injecting barium into the rectum and 
under the fluroscope manipulating it and seeing the 
fluid suddenly go beyond. However, I have not gone 
past the stage where, when I diagnose intussuscep- 
Maybe 


one can do it with some early, but I am afraid that 


tion, [ want a surgeon. I think it is safer. 
one traumatizes a little more and makes a little more 
delay. 
to surgery afterwards, the 


As I have said before, if you have to come 
does not like 
operates, 
especially if he might have to open the intestine. 


surgeon 


barium in the intestinal tract when he 


The operation of course is up to the surgeon. 
We do not ordinarily anchor the intestine afterwards, 
because we do not expect a recurrence of the 
obstruction. I am not sure that I have ever seen a 
recurrence in ileocecal intussusception. I have seen 
two recurrences in ileo-ileal intussusception. Vulvulus 
is rare. 

A paralytic ileus may occur after operation. A 
very important development has oecurred in recent 
vears. We have had an “ epidemic 
down our way; there have been as many as three a 
And, as always happens 


of appendicitis 


epidemic.”’ 
cathartic or two; 


day—a real 
they have had a mothers have 
waited forty-eight hours before bringing them in and 
we have had rather bad obstructions afterwards. 

The use of a Levine tube has been especially 
popularized by WaGenstetrx, who had a paper in a 
recent Journal of the American Medical Association. 
This tube is passed through the nose into the stomach 
and held in place by adhesive strips, with the hope 
that may be it will go into the duodenum. It does not 
make any difference, but the tremendous distension of 
the upper part of the abdomen and the abdominal 
pattern resulting from hypertrophied intestines all 
disappears; the abdomen becomes flat; the child is 
comfortable. I am sure within the last three or four 
months we have saved three or four lives by use of 
this tube. 

We come now to a condition that has been very 
interesting to me. When we know about it, it is easy 
to diagnose; when we do not know about it, we are at 
sea. That is the so-called anorectal stricture. TI 
reported seven of them some years ago and I have 


seen about five since. I might describe the first one. 


Some twenty years ago I saw the child when it 


was about ten days old. It had cried almost incessant- 
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ly since birth. At the time the child had an enormous 
colon that, with every attack of pain, would stand 
up so one could seem to shake hands with it. The 
child rarely passed any gas. If it did, it could be 
heard at a great distance. There was practically no 
bowel movement. I thought there was an obstruction 
low down and tried to get my finger in the rectum 
but couldn't. I finally got a catheter into the reetum 
and the effect was almost exactly the same as when 
taking the valve out of an automobile tire. The child 
flattened out and went immediately to sleep. They 
all have much the same picture. They look as 
though they had surgical abdomens and markedly 
distended. The veins stand out prominently. They 
are as distended as a child with peritonitis. There is 
very little bowel movement and then it is thin or 
ribbon-like. Of the dozen cases, I have cured all of 
them by the rather simple and unique expedient of 
inserting my finger in the rectum. My original idea 
was that they were spasms of the sphincter. There 
is not any sphincter that you cannot get your finger in, 
but if you pass your finger in on Monday, on Tuesday 
you will find it just as tight as it was before. We 
have, naturally, five very excellent dilators, and you 
can use your little finger first and so on down thie 
line until you come to the thumb. You don’t ordi- 
narily need the latter. Whiy do they remain stretch- 
ed? There may be an obstruction higher up, but it 
happens that every one that I have seen has been 
low down. In the embryologic development, the ento- 
derm comes down from above and an evagination of 
the ectoderm meets it from below, a little above the 
sphincter. Sometimes there is not complete fusion 
and there may be, as a result, a complete obstruction. 
a diaphragm-like obstruction with a little hole in the 
centre, or a sickle-shaped obstruction. That 
posed of fibrous tissue, mucous membrane, 
mucosa, et cetera, and when stretched it 


is com- 
sub- 
remains 


stretched. 


The above patient is twenty years old now and 
has never been constipated since that time. Another 
example: A mother came to me one time saying her 
baby was desperately sick; she and the doctor 
thought the child was going to die, its abdomen was 
so distended. Before seeing the child T said, ‘‘ Well 
mother, your baby is going to be all right.’’ I inserted 
my finger in the rectum. And he was all right! 

Is it the same Hirschsprung’s disease? I have 
seen a dozen cases of megecolon within the last 
fifteen years, but only know of one or two that were un- 
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doubtedly true Hirschsprung’s disease. In what way 
does the present condition differ from Hirschsprung’s 
disease? Hirschsprung’s disease, if you want to be 
really right about it, is a congenital dilatation without 
obstruction. Those of the type we have considered 
have obstruction. 


We come now to the hemorrhages. There are 
certain things that are interesting with reference to 
the blood itself. Is it in the stool? Is it outside 
ot the stool? Is it dark? Is it bright? When 
dark, it comes from high up; when bright red, 
its source is low; when medium, it usually comes 
from in between. If it is intermittent it usually 
comes from the most interesting hemorrhage that 
we have—the hemorrhage from Meckel’s  diverti- 
culum that I shall speak of later. One of the most 
striking hemorrhages we have, of course, is the 
melena of the new-born. If the blood is from bowels 
only, usually recovery occurs no matter what we do. 
If, however, it is one of those hemorrhagic diseases 
of the new-born in which there are hemorrhages in 
other parts of the body—from the from the 
mouth, from the ears, into the skin, internal 
cavities, et cetera—then that child will die unless the 
In my early days they all 
use of 


nose, 
into 


right thing is done for it. 
died. I never saw one get well. 
blood serum and transfusions, they practically all get 
well. 

Gastric and duodenal ulcer are extremely rare in 
pass) them 


Since the 


childhood, so rare that Tam going to 
over. 
I do know if T have 


lionest-to-goodness hemorrhoid in a child. 


seen areal, 
They are 
very rare except possibly in older children. Polyps 
are a litthe more common... The streaks that occur on 
the outside of a constipated stool are simply due to 
constipation. The stools of dysentery, intussuscep- 
tion, ete., are well known, of course. 


not ever 


One of the things one always has to think of 
when there is a hemorrhage from the bowel is the 
possibility of purpura, especially that peculiar type 
that we speak of as Henoch’s purpura. With this 
form there is sudden pain in the abdomen and then 
some blood in the stools. Usually there exists, at 
the same time, ecchymosis elsewhere over the body 
but not always until the next day or the day after, 
so that sometimes the diagnosis is difficult at first. 

Foreign bodies of course can produce a hemor- 
rhage. Foreign bodies that get as far as the stomach 
seems providentially some way or other to be carried 
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through without any trouble. We see open safety 
pins and almost everything else go through with few 
exceptions. The only open safety pin that made 
serious trouble that I have heard of was in a doctor's 
family where the doctor felt every day to see if le 
could locate the pin. Undoubtedly he at one time 


got the intestine up against the end of the pin. 


The most interesting hemorrhage is that which 
diverticulum. We have had 
four or five of those last two years. 
What do I mean by hemorrhage? This type of the 
diverticulum is the remains of the omphalomesenteric 


comes from Meckel’s 
‘ases in the 


duct that passes from the ileum anywhere from three 
inches to three feet (in a child) up to a navel, and 
thus to the umbilical cord in utero. I will speak here 
of all that Meckel’s diverticulum can do. It can 
remain as a cord extending from the naval to the 
ileum. It may break off at the upper end and some- 
how twist down and become adhered; then a loop of 
intestine may become strangulated under it. There 
ean be an inflammation involving this diverticulum. 
We have had, within the last two years, three cases 
of intussusception that started at Meckel’s diverti- 
culum where the latter was evidently the starting 
point. The other things that Meckel’s diverticulum 
can do is to produce a peritonitis and a serious hemor- 
rhage. Why? Meckel’s diverticulum has the pecu- 
liarity of having within its tissue what is commonly 
spoken of as misplaced gastric or duodenal mucosa, 
pancreatic tissue, et cetera, and just as in stomach or 
duodenum, there can be a perforating peptic ulcer or 
an ulcer that bleeds. 

A child of 


of Evanston 


I might illustrate with two cases: 
BLESSING 
(They usually pass big 


eleven years seen with Dr. 
passed quite a little blood. 


clots.) Then there was not much, but the child was 
getting pale and the doctor became worried about 
him. I said, You've got him in the hospital. 


You had better have a surgeon handy. He may, as 
you think, have a Meckel’s diverticulum.’’ When I 
got there I never saw any human being who was 
still alive and looked as much like a corpse as that child 
did. He was white. His pulse could hardly be felt. 
He had not passed very much blood. We had a hard 
time telling the surgeon that there was a bleeding 
Meckel’s diverticulum. A transfusion was given at 
the same time that the operation was performed. 
There was a perforation of an ulcer of the diverti- 
culum and the whole rectum ascending, transverse 
and descending colon and up to that particular point 
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looked 
He had 


another 


in the ileum was distended with blood; it 
bluish as you looked through the intestine. 

not passed the rest of the blood. We saw 
diagnosed. The child 
blood suddenly; it looked like an intussusception. 1 
thought it 
but the child had tenderness and 
higher than the appendix. 
the child had both 
peritonitis and a 
Meckel’s diverticulum. 


both. 


It is of course sometimes difficult to 


one that the interne passed 
was intussusception when I first saw it, 
rigidity a little 
that he decided 
with a beginning 


From 
a perforation 
from an_ ulcerated 


They found 


hemorrhage 
He was right. 


diagnose. 
I would say that if a child passes at one time fairly 
bright blood, another time fairly dark blood, that this 
significance. Big clots 


is of tremendous diagnostic 


are significant. 1 think the very volume of blood 


that is passed occurs with very few other things 
except with a Meckel’s diverticulum and alone justi- 


fies an operation. 


Inflammations: There are only two or three 
things to think of here, practically the appendix and 
peritonitis. The appendix is a little thing and there- 
fore one must not expect very marked constitutional 
symptoms. The patients do not have much fever; 
they do not feel very sick, they do not have much 
more pain than they have with a boil, but they have 
the tenderness of a boil and I think that is an 
important point to remember.-—that the tenderness in 
the appendix is much greater than the pain. We 
rarely ever see a child crying with appendicitis, but 
they have marked pain every time the tender point 
The important point in the early diag- 


is first the pain 


is touched. 
nosis of appendicitis, to my mind, 
around the navel, passing over to the right side, and 
second, the one tender point. We had a situs inver- 
sus recently where the tenderness was on the left 
where the 
side. The 
tenderness is where the trouble is in the appendix; 
that combination of shifting pain from one place to 
the other and but one point of tenderness, like the 
mind, the 


side, and we had two or three cases 


tenderness was maximum on the left 


one point in osteomyelitis is, to my 
important thing in the early diagnosis of appendicitis. 
Of course, in dispensary or hospital practice, we do 
not often see early appendicitis in children and they 
usually have been given two or three cathartics. 1 
always feel when we see any family anywhere we 
ought to say ‘‘ Don’t ever give your child a cathartic 
abdomen.’’ Differential 
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diagnosis of appendicitis: We may occasionally see 
pneumonia of right lower lobe, or what may be the 
that will pain and 
tenderness in the region of the appendix. We have 


same clinically, pleurisy, give 


a way of amusing ourselves, in the diagnosis of 
pneumonia of feeling over the upper part of the 
abdomen on both sides and then saying, ** He has a 
pneumonia of the left lower lobe,”’ 
rigid on the left side. That may occur on the right 
side and one may think the child has appendicitis. 
If one is in doubt, the X-ray will usually tell, and 
there ure times when one is perfectly justified in being 
doubtful as to whether there is appendicitis, pneu- 
monia, or pleurisy. This is a typical instance of a 
referred pain. The pain does not go along the inter- 
costal nerve and spread over the skin; it goes from 
the intercostal nerve to a segment of the cord and in 
that same segment is transferred to a sensory nerve, 
and that sensory nerve is the one that carries out 
which is the 


if he is more 


the pain to the most sensitive area, 
skin. 

The late Dr. Carnett, at Philadelphia, has talked 
a lot about intercostal neuralgia. I did put a lot of 
stock in it until I made rounds with him one day and 
he showed me two or three cases. The distinguishing 
thing in those cases is that the pain, in 
‘alls intercostal neuralgia, is superficial. 
hurts as much as deep pressure. And he 
differential diagnosis with an older person by saying, 
‘* Take a deep breath and tense your abdominal 
wall.’’ If we press the abdomen and it still hurts, 
it is an intercostal neuralgia and if it does not hurt. 
it is appendicitis. You ean do the same with a 
child by having him lie on his back and have hiva 
hold his legs up unsupported. He naturally has to 
tense his abdominal walls that way. I think the sign 


what he 
Pinching 
made a 


is of some value. 

A diagnostic error may result from the fact that 
there is, infections, notably throat 
infections, pain in the abdomen. Some years ago [ 
wrote a paper on ‘‘ The Abdominal Pain of Throat 
Infections,’’ and it did a lot of damage, in this way: 
I think it probably prevented a certain number of 
doctors from operating on cases which were appen- 
dicitis. There were a number of doctors who thought 
that if a child had a throat infection and had pain in 
abdomen, the child did not have appendicitis beeause 
it had a throat infection. I then had to write another 
paper called. ‘The Abdominal Pain of Throat Infection 
in Appendicitis,’ in which I pointed out that appen- 


with certain 
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dicitis in the child is very commonly a complication 
of a throat infection. 


1 went back over the last ten cases of appendicitis 
1 had seen at the time, and nine out of ten of them 
had a cough, otitis media, a mastoid or something of 
that sort, so that there was no question about it. 
The pain that comes with throat infection, of which 
there are two types, occurs also’ with 
and other infections. 


searlet fever 


A child came to the hospital not long ago and we 
wondered whether he had appendicitis, but we delaved 
diagnosis until the next morning. By that time he was 
broken out florid scarlet fever. Usually the 
pain that comes early with one of these is around 
You ask the patient where the pain is 
and he will point right at the navel. There are pains 


with 
the navel. 


that come on later, more or less intermittent, that 1 


think have something to do with the mesenteric 
glands. 

I am not alone in believing that appendicitis is 
often due to throat infection. The appendix has 


It has often 
been spoken of as the abdominal tonsil, and someone 


much the same structure as the tonsil. 


has spoken of appendicitis as abdominal angina—the 
sore throat of the abdomen. 
where the 


At the Wisconsin, 


students are under almost guinea-pig control, 


University of 
where 
every student reports every illness and a full record 
of it is kept, evidence has shown that during periods 
of grippy infections there are eight times as many 
cases of appendicitis as there are during non-epidemic 
had 116 
appendicitis in 226 days during epidemic periods and 


periods. In other words, they cases of 
the same number in cases 116, in 1,600 not-epidemic 
days. 

So we always amuse ourselves by looking at the 
throat, and so on, to see whether the child has a 
But I always tell the students, ‘‘ If he has 
a pain down in the abdomen and a sore throat, pay 
If it looks like appendi- 
You 
twenty times, but vou had better err once than over- 
** When find a 
throat, lean a little heavier towards appendicitis than 


you would otherwise.”’ 


cough. 


no attention to the throat. 


ecitis, call it appendicitis. may err once in 


look one.’’ I also say, you sore 


Peritonitis is one of the hard things to diagnose 
in young children. In babies it is extremely difficult. 
A baby may have a lot of 


tonitis 


without 
little 


distension 
and he may have peritonitis with 


peri- 


dis- 
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tension, especially when one uses a Levine tube. We 
have used a Levine tube in 
where the baby was very much distended, and _ it 
simply took all the gas out. Peritonitis, however, 
differs from appendicitis in that the patient is sicker. 
tenderness and also 
rigidity all over, almost start. When 
there is rigidity with appendicitis, of course, it means 
peritoneal involvement. Here there is peritoneal 
The patient 


a case of peritonitis 


There is 
from the 


He has more pain. 


involvement already. vomits consider- 
ably and in a very short time has that characteristic 
facial expression which Hippocrates recognized many 
years ago and which we speak of as the Hippocratic 
What shall one think of, in considering 
« case of peritonitis, as to where it comes from? In 
the older child as in the adult, most of them follow 
That is certainly not true in babies 
There they are 


expression. 


appendicitis, 
and it is not true in young children. 
usually due either to a general sepsis or to a throat 
infection. They have with 
measles, scarlet fever and many other conditions. 

so-called 


been reported, too, 

Perhaps the exception to that is the 
primary pneumococcus peritonitis ( I do not think it 
ought to be ealled primary, but maybe it is a good 
term ) which oceurs predominantly in girls. Because 


if occurs almost only in girls it has been thought 


that inasmuch as the abdominal eavity the 


female communicates with the outside world, it is 
an infeetion which travels through the uterus, vagina, 
two of the ‘‘ pneumo- 


‘ 


and fallopian tubes. One or 


peritonitises we saw, however, 


coceus turned out 
‘o be due to hemolytic streptococcus. The trouble 
about pneumomoccus peritonitis is that sometimes 


we cannot recognize it. If it is a girl with a high 
leuecoeyte count, with diarrhea and a_ high fever 


and she does not look as though she were going to 
die right away, does not look quite as sick as with 
streptoeoecus peritonitis ordinarily, one may assume 
that the peritonitis is due to the pneumococcus. 
Pneumococeus has a tendency to wall off and _per- 
forate ultimately through the umbilicus or to wall 
off and give a more favourable chance for operating. 
If one is sure that it is pneumococcus peritonitis 
T think it is ordinarily best not to operate, early or 
at all. 

The question that always comes up in 
is, shall we operate or shall we not 
operate? At the institution where I am T see the 
surgeon every day. He sees me before he goes on 
the floor, and T talk the cases over with him after- 
wards which I think is a very happy combination, 


every 


peritonitis 


5 
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We wonder whether we 
If we 
see the case fairly well along and it does not look as 


because it is all pediatrics. 
ought to operate or whether we ought not to. 


though it were going to go bad, we have a tendency 
te wait and see what is going to happen especially it 
ic looks like pneumococcus peritonitis. The excep- 
tion, however, is when it appears as though secondary 
to appendicitis. It should then be operated because 
there is a foreign body present that ought to be 
difficult to 
appendicitis 


removed, and it is sometimes extremely 
tell with a child who has an extensive 
of several days’ standing whether he has general 
peritonitis or not, since they feel quite tender and 
rigid all over the abdomen. 

The same thing applies to appendicitis. Every 
case of appendicitis that one sees in the first few 
liours, 24 to 48 hours, should be operated. On the 
other hand, if it is seen on the third or the fourth 
day and a mass ean definitely be made out, I think 
at that time but 
possibly operate two or three months later, 
nearly all of those cases will get well without it. We 
had one recently that had a great big mass that all 
When the patient was operated on two 


one should not operate should 


because 


disappeared. 
months later, there was a fecolith that was free. It 
had perforated and yet the abscess had all cleared up. 
In our experience, they have nearly always cleared 
up just that way. 

Other causes of perforation that are relatively 
rare of course are typhoid fever, accidental traumat- 
ism. and Meckel’s diverticulitis. 

There is an entity of which we have had three 
or four and that may confuse us with reference to 
the diagnosis of possible appendicitis. That is an 
ovarian cyst twisted pedicle. 
There is a mass in cases not 


with a They begin 


suddenly. seen right 
away, and if it is on the right side in the region of 
the appendix, a rectal examination may be made 
which can ordinarily be dispensed with in appendicitis 
unless a mass is suspected. They run a high fever. 1 
never make a rectal examination unless I suspect a 
mass, because I can tell from the outside. One 
interesting thing about the twisted ovarian pedicle 1s 
that that condition usually runs a very high leuco- 
eyte count. T have seen them as high as fifty. 
sixty, eighty thousand—higher than almost anything ! 
early, by 


know of except the leucemias. If seen 


examination, the physician can 
We need not 


expect an appendiceal mass at that time. 


making a_ rectal 
sometimes feel the ovarian tumour. 
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MEDICINE 


Anti-Malaria Work on a Group otf Tea Estates 
in South Sylhet. 


R. A. Murpny (Ind. Med. Gaz., 69:8, 1934 ) 
reports that in 1926, practically no anti-malaria work 
had been attempted in the tea districts in India, and 
consequently the scheme which was based mainly on 
the findings of Dr. SrrickLanp in his survey of tea 
districts in 1922-23 
sanitation. 
flood 


alluvial deposits. 


was really an experiment in 
The estates lie on low hills bordering the 
plains and their drainage is obstructed by 
with 
bhils. 


This was accomplished by silting or by ‘* back-door ’ 


The first step was to deal 


the extensive anopheles-breeding marshes — or 
drainage. The next step was to deal with the drains; 
shrubs 
the 
is necessary to prevent 
health 
the 
August sick-rate has dropped from 19.6 per cent. to 


trees and 
Cattle do much 
it 


On the whole the results to 


this was done by growing shade 
along their banks. damage to 
growing vegetation 
this by fencing. 
been very satisfactory. In garden, 


have one 


2.5 per cent., and this may be claimed as_ fairly 


typical of the results obtained. 


Malaria Control in Bengal 


H. G. Winter (J. Roy. Army. Med. Corps. 63:4, 


1934) shows how the development of the Ganges 


Delta has increased malaria. 


Anti-malaria work, in the past, was largely left to 
local authorities but. at the end of 1930, the Army 
Department of the Government of India recommend- 
ed the formation of Anti-Malarix Co-operative Com- 
mittees to co-ordinate the schemes, and 
the Government of Bengal is now instituting these 
the Province. 
there 


numerous 
co-operative committees throughout 
In addition to the official 
voluntary societies, such as the Central Co-operative 
Anti-Malaria Society, Ltd. There are over 2,000 of 
these voluntary societies in Bengal and the number is 
Funds are obtained by donations and by 
They are administered 


organization, are 


growing. 
loans from the Government. 
by the villagers, and most of the labour is voluntary. 
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The malaria of the Delta of the Ganges is largely 
man-inide.  Nature’s method of land-reclamation is 
for the rivers in the flood season, bringing up large 
into low-lying marsh 
the 


the 


quantities of silt, to overflow 


areas Where the silt is deposited, thus raising 
land level. Later this tlood 
rivers and the greater volume increasing the velocity 


Popu- 


water re-enters 
of flow, scours out and deepens the river bed. 
iation has concentrated along the rivers which are the 
natural traffic arteries and as the land 
the roads and railways have been built on embank- 


is low-lying, 


ments. This has interfered with natural drainage. 
Man’s attempts at land reclamation have been by the 
embankment system, which consists of the 
banks of the rivers to prevent thein overflowing into 


these 


raising 


the marsh-areas, and providing sluice-gates in 
embankments to drain the water off such land when 


the rivers are at their lowest. The evil effects of this 


inethod of reclamation have been: (a) deerease in 
the volume of water in the rivers and consequent 
lessened velocity, thus causing silting up and 


obstruction to navigation, and eventually complete 
stoppage of flow; (b) the stoppage of the natural land 
raising process by slit: (c) the loss of fertility of the 
ground owing to absence of manurial value of natural 
river silt; (d) obstruction to natural drainage; (e) the 
causation of malaria by the formation of pools in the 
low-lving reclaimed areas. Wherever villages sprung 
up. earth has been needed for raising the land round 
the huts and clay has been required for making bricks. 
but 


To obtain earth and clay, holes have 


Bricks are used not only for houses, also for 
building roads. 
been dug, and consequently the whole country is 
dotted with the lakes known as tanks. 


are usually the only water supply for washing, bathing 


These tanks 


and drinking; in many cases they are choked with 
weeds and form ideal mosquito-breeding grounds. 


The main sewage and strom water outlet for the 
city of Calcutta is the Bidyadhari River. Owing to 
the expansion of the city and the effect of previous 
land reclamation schemes this river has rapidly silted 
Caleutta is being 
The salt lakes to the 


up and consequently constantly 
flooded during the monsoon. 
cast of the city are the result of the silting of the 


rivers, and in this brakish water A. ludowici breeds 
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and is constantly spreading nearer and nearer to 
Caleutta. 

The Chief Engineer to the Department of Public 
Health, Mr F. C. 


dealing with the problem by 


GriFFIN, has evolved a plan for 
restoring the natural 
drainage of the land and improving the rivers. — Dr. 
S.N. Sur, Malariologist to the Government of Bengal, 
has made an attempt to sterilize the population by 
inass treatment with quinine and plasmoquine; ‘* up 
io date the results have been encouraging.” 


Trichomona Cystitis 


82:14, 1935) 


which was 


Woch. 


eystitis 


med. 


(Miinch. 
bd 
[richomona 


J. 
reports a case of 


successfully treated with Devegan. 


In this case the patient had typical bladder 


symptoms with innumerable leucocytes and erythro- 
cevtes in urine. 
Suspeeting a tumor cystoscopy was done. There 


was redness and swelling of the trigone which led 


to the diagnosis of hemorrhagic cystitis. Treatment 
with Yatren could not eure the case. 
however. 


The detailed of the patient, 


revealed that she had suffered from piles a few months 


history 


ago and during the. convalescence had an attack of 
cystitis, which started after a difficult catheterisation. 
Suspecting an infection from vagina microscopic exa- 
mination of the secretion was made. Trichomona was 
detected. 
tion, (two tablets in 150 ¢.e. of water ) the patient 


After two installation with Devegan  solu- 
was completely cured. 


Emetine in Peptic Ulceration 


A. FE. (Med. Record, November 7th, 1934, 
p. 472) treated over 400 cases of gastric and duodenal 
ulceration by intravenous injections of emetine hydro- 
chloride. In each case, relief was complete in periods 
ranging from three days to one week. There were 
thirty recurrences, and in each there was a_ history 
of aleoholie excess. The dose is about 1 grain of the 
salt, whieh is dissolved in 6 ¢.cm. of trebly distilled 
irritation. 


Saline solution seemed to cause 


basilie or 


water. 


One injection into the median cephalie 


vein is given on alternate days, until six have been 


administered. Then follows an intermission of a 
week, when the injections can be repeated. Opp has 
never found it necessary to go beyond nine. The 
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patient should always have an empty stomach at the 
time of injection, since otherwise he will be very likely 
to vomit. Occasionally there may be slight dizzyness 
or nausea, this can usually be prevented in subsequent 
injections by the prior administration of half a drachm 
of sodium bicarbonate in a little water. There have 


not been any severe reactions despite this method 
having been employed in at least three instances where 
cardiac trouble was present. While the injections are 
being given the patient is kept on a bland salt-free 
custards, white 


diet of milk, eggs, cream, cheese, 


bread, and cream soups. Aleohol, in any form, is 


strictly prohibited. 


Vaccine Treatment of Colds 


Med., 
1934, p. 655) has made an attempt to 


Y. (Journ. Exper. November, 
assess the 
value of vaecine prophylaxis against the secondary 
invaders which may complicate the common cold. It 
is accepted in America that the common cold is an 
epidemic virus infection, and the author's thesis is 
that severe respiratory tract inflammations, such as 
pharyngitis, bronchitis, and pneumonia, and_ otitis 
media, are due to secondary pyogenic organisms com- 
plicating the primary virus infection. Using a mixed 
vaccine of type I pneumococci, four strains of hamo- 
lvtie streptococci, and two strains of H. influenzae, he 
gave two courses of vaccine to a group of twenty- 
three infants admitted to a heme during the winter of 
1932; twenty-three other infants were used as a control 
group in the same home. According to his analysis of 
the figures, there was no difference in incidence of the 
actual colds themselves. During the time when the 
respiratory complications, were at their height, how- 
ever, the vaccinated group had less severe illness than 
the controls, though the incidence was again practical- 
lv the same. The author’s paper goes a step towards 
providing the modern hypothesis that the immunity 
produced by vaecines against the secondary invaders 
of the common cold does not so much influence the 
liability to infection as modify the course of these 


complications. 


Laryngeal Paralysis due to Lead Poisoning 


M. C. Myrrson (Arch. of Otolaryngol., Novem- 
ber 1934, p. 659) records a case of lead poisoning in 


which laryngeal paralysis supervened, and death 
followed. Direct laryngoscopy revealed the right 


vocal cord in the mid-line during phonation and respira- 
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The author has collected nineteen cases of this 
points 


tion. 
very rare condition from the literature, and 
out that these cast doubt upon the validity of 
theory postulated by Semon that organic disease 
invariably attacks the nerves of the abductors first or 
Of the twenty cases, seven showed paralysis 
Semon believed that 


the 


alone. 
of muscles other than abducters. 
there was an actual biological difference in the com- 
position of the laryngeal muscles and nerve endings 
which explained the predilection of organic disease for 
the abductor muscles and their nerves. Of the seven 
eases which challenge this view there were two of 
unilateral adductor paralysis with no other involve- 
ment, one of unilatera! adductor paralysis associated 
with involvement of the interarytenoideus, one of 
paralysis of the last-named 
bilateral adductor paralysis, and one of involvement 


muscle alone, two of 


of both ericothyroid muscles. 


The Serum Treatment of Poliomyelitis 


A. E. Fiscuer (Amer. Jour. Dis Child.,  Sep- 
tember, 1934, p. 481) has studied the effect of con- 
valescent serum in the treatment of poliomyelitis in 
the preparalytie stage. It was unfortunately impossi- 
ble to obtain perfectly comparable groups of children. 
In the serum-treated group there were 477 patients as 
against 102 in the control group. Most of the patients 
in the first group received two doses of serum, but 
23.7 per cent. received only Different 
routes were tried, the most frequent being a combina- 
tion of the intra-spinal routes. 
The total dosage varied considerably, the commonest 
quantity being 70 to 80 ¢.cm. A careful clinieal study 
was inade of the patients both at tie time of treat- 
The results failed 


one dose. 


and intra-muscular 


ment and during convalescence. 
to show any significant difference between the treated 
and the untreated groups. As regards death, 3.8 per 
serum-treated and 2 per cent. of the 
As regards paralysis, of the 
showed a mild 
and 4 per 


cent. of the 
control cases died. 
serum-treated group 9.2 per cent. 
degree, 6.5 per cent. a moderate degree 
cent. a severe degree after three weeks, while in the 
control group the corresponding figures were 6.9 per 
cent., 4.9 per cent., and 3.9 per cent. 
months later, the patients with paraylsis in the control 


Examined six 


group were found to have improved just as mucli as 
There appears to 


those in the serum-treated group 
be no evidence from these experiments that 
treatment appreciably affects the course of the disease, 


serum 
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but the author is anxious to make comparison under 
more rigidly controlled conditions. 


Ultimate Fate in Pleurisy with Effusion 


Rorrensten (Ugeskrift for Leger, October 25th, 
1934, p. 1169 Ref. B.M.J. Feb. 16, 1935) has kept 
under supervision for five years after discharge the 
141 male patients treated at his sanatorium for exu- 
dative pleurisy in the period 1924-8. In this material 
no case of pulmonary disease, as indicated by the X- 
rays, tuberele bacilli in the sputum, or a history of 
hwmoptysis, was included. The average duration of 
institutional treatment was just over seven monthis. 
These patients received ordinary sanatorium treat- 
ment, only nineteen being given light treatment and 
eight sanocrysin. Within five of discharge 
seven were dead, seven were totally unfit for work, 
and eleven were partially fit for work. The remainder 
were fully fit for work. In as many as_ nineteen 
eases, tuberculous complications developed after dis- 
five 


years 


charge, being evenly distributed over the first 
The seat of the tuberculous disease in ten of 
these cases was the lungs. In 122 cases (86 per cent. 
of the total), recovery was not complicated by mani- 
festations of tuberculosis. ‘loBIESEN is so impressed 
by the tuberculous character of pleurisy with effusion 
that he regards it as a definite indication for sanato- 


years. 


rium treatrment. For in a series of 115 patients over 
the age of ten years, without stethoscopic or X-ray 
evidence of disease of the lungs and without tubercle 
bacilli being found in the sputum; he has succeeded 
in demonstrating them in the pleural effusion or by 
gastric lavage in forty-five, or nearly 39 per cent. of 
the total. 


PATHOLOGY AND BACTERIOLOGY 


Pulmonary Tissue Changes due to Inhalahation 
of Mosquito-incense Fumes 


Mosquito incence contains mostly a mixture of 
arsenic, sulphur and carbon particles. To see if that 
fume would injure animals Cmi-Smm-Yana@ (Chin. 
Med. 49: 132-188, 1985) studied the effect oi 
such fumes on the lungs of guineapigs. 


Jour. 


In animals which died or were killed during the 
and 
fatty 
alveolar 


there cedema, 
Bronchial 
and 


walls, the same changes were seen though in a mildet 


acute stages were congestion 
hemorrhages. 


degeneration 


showed 
the 


mucosa 
disquamation. — In 


ay 
Vie 
he 
& 
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degree. In animals killed or dying later, areas of con- 
solidation and hemorrhages were found. The promi- 
nent features of the stage are the thickening of alveolar 
septa with a lymphocytic and eosinophilic infiltration. 
Still later there is proliferation of interstitial tissue 
and marked retrobronchial and perivascular lymphoid 
infiltration with formation of lymph nodes. The re- 
action of the tissue is mainly polyblastic. 


Influence of Blocking of the Reticulo-endothelial 
System on the Development of Tumors in Albino Rats 


R. Seere (Cancro 4:236—260, 1933, Ref. Am. J. 
Cancer 23:1, 1935) reports a series of controlled 
experiments on rats, in which injections of trypan 
blue were used for blocking the reticulo-endothelial 
system. Two strains of rats were employed, one 
commonly receptive to tumor transplants and one 
refractory. Two tumors were used, a small fusiform- 
cell sarcoma and an osteoid sarcoma, both with 
records of a high percentage of takes. Five subcuta- 
neous injections of 0.5 per cent. trypan blue (1 c.c.) 
were given at short intervals, some animals being 
injected before tumor transplantation, some after, and 
« few both before and after. The volume attained by 
the transplanted tumors was estimated by a plaster 
cast method. 


Secre found that tne trypan blue did not render 
iefractory rats more receptive to tumor transplants, 
though it delayed the absorption of the transplanted 
fragment. In the receptive strain of rats, the percent- 
age of tumors was the same in treated as in untreated 
animals. In the blocked rats, however, the trans- 
plant was palpable for a longer time, there was a 
longer period of latency, the tumor grew more slowly, 
though it ultimately attained a larger size, and the 
tumor-bearing animals lived longer. Fragments of 
tumors from treated animals were found to give fewer 
takes on transplantation than those from untreated 
animals. 


In general the results indicate that the injection 
ot the dye tends to increase resistance to tumor 
development in contra-distinction to its effect on the 
resistance to infectious processes. Thus so-called 
blocking of the reticulo-endothelial system has much 
the same effect as under-nourishment, cold, and 


fatigue. 
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Dermal Leishmaniasis. A Study of an Endemic 
Focus in Egypt 


M. Kuauiw’s paper (Arch. f. Schiffs u. Trop. 
Hyg. 38:10, 1934) describes the endemic centre of 
oriental sore which was discovered in Zagazig area 
about 30 to 40 miles north-east of Cairo. It has been 
referred to more briefly in another paper. 

The subject is discussed from the epidemiological 
and endemiological aspects and it is concluded that, 
as no particular age group is more susceptible than 
another, the disease is of recent introduction. From 
the point of view of immunity it does not appear that 
this is absolute after one attack, for a number of 
people showing scars of old sores had become re- 
infected. It was also apparent that individuals with 
active sores were less liable to show malarial parasites 
in the blood than those without them. With refer- 
ence to treatment many forms have been tried with 
unsatisfactory results. Surgical methods, such as 
thermocauterization, diathermy, and excision, were 
more reliable when they were applicable. Sandflies, 
chiefly Phlebotomus papatasi, were plentiful in the 
area. The endemic area lies on the camel route 
from Palestine and the disease has been traced all 
along this route from Salhia to Zagazig. Kantara, 
also on the route, was found by KiiG.eEr to be infected 


in 1928. 


Pathology of Volkmann’s Ischaemic Contracture 


C. Rosst (Chir. di. Org. di Movimento, August, 
1934, p. 232 Ref. B.M.J. Feb. 16, 1935) states that 
the generally accepted pathogeny of this condition is 
a necrosis of the muscle fibres due to ischemia. The 
circulatory disturbance follows supracondyloid 
fracture of the humerus (74 per cent. according to 
de Raffle), too tight an application of splints and 
bandages, ligature of arteries, and wounds and con- 
tusions of the forearm resulting in subfascial hema- 
tomata which impede the blood supply of the forearm 
muscle. Arteriography has shown that the circula- 
tion in the anterior forearm muscle is less than that 
of the posterior. Where, owing to individual pecu- 
liarities, a compensatory circulation is not established, 
degeneration of the contractile substance of the 
muscle fibres sets in, followed by necrosis and con- 
nective tissue scar formation. This determines con- 
traction of the affected muscle with its attendant 
deformities and nerve involvement. Ischemic con- 
tracture may follow fracture of the humerus treated 
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by traction apparatus where there is no constriction, 
and this implies pressure by displaced fragments on 
the brachial artery. In other cases, pressure by a 
subdfascial hematoma may be relieved by incising the 
anti-brachial aponeurosis. | Where there is involve- 
ment of the median and ulnar nerves, neurolysis with 
subcutaneous transplantation of the nerves is logical, 
if carried out early. Periarterial sympathectomy has 
been advocated to improve the cireulation and relieve 
sympathetic 


symptoms due to disturbance of the 


nerve supply. In general, however, the deformity in 
early cases may be dealt with by manual correction 
and the application of plaster or by the 
employment of special traction appliances. Only 
partial results are obtained by tendon lengthening and 


bandages, 


by shortening the bones of the forearm, as there is 
Dia- 
physeal resection has found much favour, either alone 


the risk of delayed consolidation and non-union. 


or in combination with tendon transplantation or peri- 
The author deseribes a case 
result by dia- 


arterial sympathectomy. 
in whieh he obtained a suecessful 


pliyseal reseetion. 


Rare Tumor of the Gall-Bladder 


F. W. WiaLteswortn ( Canad. M. A. J., 29:410- 
412, 1933.) publishes the following case report :— 


A woman of seventy-nine had noticed, about ten 
years ago, a hard, painless lump, the size of a wal- 
nut, in the right upper abdomen. About six months 
before hospital admission this had begun to increase 
rapidly in size and to be painful. Palpation revealed 


a jarge, irregular, roughly spherical mass extending 
midaxillary line. The 


with 


from the epigastrium to the 
overlying skin was thinned, shiny, and blue, 
evidence of beginning ulceration. The superficial part 
of the mass was aspirated and yellow sterile fluid 
polyeystic mass was 


then 


operation 2 
excised. A thickened 
observed in the peritoneum, having in its centre a 
exuded, 


withdrawn. At 
depressed area Was 
small ragged hole from whieh sticky fluid 


evidently from the gall bladder, which was closely 
adherent at this point. Choleeystectomy was done, 


Lut the patient died two days later. 


The wall of the gall bladder was found to consist 
chiefly of fibrous tissue, the reduced 
to a few seattered patches of cubical epithelium. 
Seattered in the wall were numerous epithelium- 
well as alveolar 


mucosa being 


lined spaces, as areas showing 


structure, the whole appearance of the wall suggest- 


ing compression and atrophy of the glandular and 


muscular elements. No mitotie figures or signs of 
invasion of the basement membrane were found, and 
the author considers the condition to be a form of 


proliferating grandular cholecystitis, producing a 


striking resemblance to a true neoplasm. 


Influence of Pregnancy on Benign Breast Tumors 


This is a study of 216 breast tumors seen in the 
Nederlandseh Indisch Kanker Instituut from 1927 to 
19338, including 139 eases of eanecer. J. J. Vos 
( Geneesk. Tijdschr. v. Nedeil. Indié, 73 :1497-1520, 
1933 ). Malignant breast tumors in women 


were 


native 


observed 2.2 times as frequently as benign 
tumors, 
These findings are in agreement with previous ones 
by Franssen (Geneesh. Nederl.-Indic, 
70:1077, 1930), who in Soerabaja found that in native 


women malignant breast tumors were about 2.8 times 


whereas for Europeans the ratio is 1:1. 


Tijdschr. Vv. 


more frequent than benign tumors, but that the two 
were of equal frequeney in Europeans. The materiai 
of the Institute however, — that 
European women 
mastitis oceur about equally often, whereas in the 


shows, among 


adenofibroma and = chronic cystic 


natives benign tumors are practically all adeno- 


fibromas. The rarity of chronic cystic mastitis among 
native women may be explained by a_ difference in 
possible constitutional 


the manner of living and 


differences between the two groups. 


The influence of pregnancy, lactation, and mens- 


truation on adenofibromas is much more important 


in native women than in Europeans. This must be 
aseribed to the facet that the natives are slow to seek 
medical advice and the tumors may be enormous in 
size when they are first seen, weighing 8 or 9 kilo- 
erams and even more. The clinieal observations econ- 


firm the opinion that the enormous intracanalicula 


evstadenofibromyxomas develop from small adeno- 


fibromas. 
The writer believes that, although it is arbitrary 

to eall only those tumors which have uleerated,  sar- 
coma phyllodes, it is useful to continue using this 
malignant appearing, ulcerating new 
It seems probable that sarcoma 


name for 
growths. phyllodes 
is much more frequent in the Dutch Indies than in 
Europe or America, since in six years the Institute 
while Lee and Pack (Am. J. 
1931) for the period 1927-1931 
from the world literature. 


received 16 cases, 
15 : 2568, 
could gather only 111 
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Sarcoma phyllodes may develop into a real carcinoma 
or sarcoma or both. Three cases of sarcoma mammie 


scen in the Institute appeared to have developed 
from an intraeanalicular eystadenofibroma. 

In an extensive table a short record is given of 
60 eases of adenofibroma, both intracanalicular and 


perieanalicular, evstadenofibromyxoma, surcomi 


plivllodes, and sarcoma. 


SYPHILOLOGY 


Purpura Hemorrhagica with Profuse Bleeding from 
Mucous Membrane Following the Treatment 
of Syphilis with Bismarsen 


J. L. (New Eng. J. Med., 211:448. 
1934.) has used bismarsen since its introduction and 
intolerant 


has found that patients to arsphenamine 


presented exactly similar symptoms of intolerance 


The 


administered by the intramuscular route has brought 


to bistuarsen. case with which bisinarsen is 
about so great a sense of security in its use that it 
is given by many clinicians in all cases and in all 
forms of svphilis in preference to arsphenamine. ‘The 
that bismarsen is a 


that like 


arsphenamine it is capable of causing injury to the 


fuct seems to be forgotten 


sulphoxvlate arsphenamine and sulph- 


liematopoietie system. 


In the ease reported the patient was considered 


ts be Wassermann-fast as he had been given many 


injections of neoarsphenamine and bismuth and 


twenty injections of bisimarsen without effecting a 
favourable change in the serum reaction although a 
vumma of the knee had healed All forms of treat- 
After rest 


injection of neoarsphenamine was given, which was 


inent had been well borne. period an 


followed by well-marked symptoms of purpura from 


which the patient recovered. Bismarsen was then 
given only to be followed by even graver symptoms, 
epistaxis and profound purpura with marked bleeding 
Because of the 


from the mucous membranes. prac- 


tically normal blood count, the ease is classed as 


thromboeytopenie dyscrasia. 


Treatment of Neurosyphilis 


It has been found that Wagner-Jauregg malaria 
treatment is by no means as universally successful 
us it was at first supposed to be and other methods 


of fever treatment have been experimented with. It 
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is a remarkable fact that pareties are often extremely 


resistant to the most varied infections. In some 


of the author’s pxtients, all the usual methods of 
producing fever failed, as well as injection of typhoid 
bacilli and gonococci. Even the injection of gonorr- 
heal pus caused only a slight transitory fever. 

Franck ( Ann. d. mal. ven. Paris, 29:321, 

Ref. Am. J. Syph. and Neural., 19:1, 


mented with the method of injecting a 


1954, 
1935) experi- 
mixture of 
antitetanus serum and an antisyphilitic drug, the 
idea being that the antitoxin would break down thie 
resistance of the barrier between the blood and spinal 
fluid and enable the specific drugs to act directly on 
the brain. A dose of 0.02 evanide of mercury was 
dissolved in 2 to 8 ¢.c. of antitetanus serum and neo- 
salvarson was dissolved in 5 to 6¢.c. of the serum. 
This method was first tried on three patients in a 
of the 
They were in such a hope- 
The treat- 
Among 


very advanced stage disease to determine 
whether it was harmless. 
less condition that the trial was justified. 
ment was found to be perfectly harmless. 
4 further cases there was a marked elinieal and sero- 
logic improvement in one. The next one improved a 
little serologically. Clinically he had so few symp- 
toms that it was hard to say whether he was im- 
proved or not. It will require a long observation 
time to determine the final effect of the treatment. 
fourth 


decided 


The same is true of the third ease. In the 
there was no clinical improvement and a 
retrogression in the serologic picture. 


Acetarsone in the Treatment of Neurosyphilis 


SCHAMBERG treated 17 
All showed 
( Arch. 
Syph. 


L. H. Gricas and J. F. 
neurosyphilitic patients with acetarsone. 
spinal fluids. 
Ref. Am. J. 


abnormal changes in the 
Dermat & Syph., 29:645, 1935. 
& Neural., 19:1, 1935.) 


“The preparation of sodium acetarsone used in 
this series was in powder form, in ampoules of 1 gin. 
each. The amount contained in the ampoule was 
distilled Bach 
dose was then tested with red litmus paper to make 
before 
The initial dose was always 0.5 gm. and the second 
This 
The intravenous method was employed 
The total from 8 to 


dissolved in 9 ¢.c. of sterile water. 


certain that it was alkaline administration. 


dose was usually 1 gm. umount was repeated 


onee a week. 
varied 


in all eases. dosage 


20 gm.”’ 
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Kach patient was cautioned to be alert to dim- 
ness or change in vision. Other toxic symptoms were 
carefully noted. 

Six cases are reported in detail. 

Most of the patients obtained the 
Dimness of vision developed in one, 


relief from 


radiating pains. 


following the fourth injection; but became normal 
a few days after cessation of treatment. Two com- 


plained of nausea and diarrhea following the first 
few injections. This was eliminated after restricting 
the diet immediately before and after treatment. One 
patieut, who was given an injection of acetarsone 
that had not been dissolved in the prescribed amount 
of sodium hydroxide solution, complained of severe 
and suddenly became 
unconscious, but revived quickly. In the 


cases the condition of the spinal fluid was improved. 


nausea during the injection 
most of 


Differential Diagnosis between Senile Paralysis 
and late Dementia Paralytica 

Curistororo (Riv. di, patol. 

Firenze, 43:177, 1934, Ref. Am. J. Syph. & Neurol., 

19:1, 1935 ) to the difficulty of 

differential diagnosis between senile dementia and 
dementia from dementia paralytica in old people. 


wveru., 


enlled attention 


In the discussion, Dr List reported a case in a 
man of seventy years who presented the typical 
showed 

Fever 


clinical picture of senile dementia but who 


the serologic picture of dementia paralytica. 


therapy brought about a marked remission in the 
clinical picture but no improvement in the serologic 
findings. He thinks that in dementia paralytica the 
dementia assumes a senile form because the meningo- 
encephalitis oceurs in senile individuals. 

Coppola described a case in a man of sixty-eight 
vears of age who showed the psychic and somatic 
picture of dementia paralvtica, but the serologie find- 
ings were absolutely negative, showing that syphilis 
could be excluded. It was a senile dementia which 
might be classified as a progressive senile 
paralysis. It shows that there are not only cases of 
dementia paralytica which may be confused clinically 
with senile dementia but that there are also cases of 
pure senile dementia with all the physical and mental 


symptoms of paralytic dementia. 


pseudo- 


An Effective Method of Protein Fever 
Treatment in Neurosyphilis 
As a substitute for malaria therapy combined 


typhoid vaccine is recommended. In order to be 
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effective fever as high as that caused by malaria is 
desirable. Nrtson, M. O. (South M. J., 26:424, 
1933 ) uses two injections, one given at the peak of 
the fever following the first injection. Combined 
typhoid-paratyphoid vaccine in concentrated form, 
1,000 million typhoid vaccine, 500 million 
paratyphoid A and B per c.c., is used. A sufficient 
quantity of the particular brand, usually 20 c¢.c., 
should be on hand to obviate the for a 
change of vaccines during the course of treatment. 
Doses of 50, 100, and 200 million bacilli on successive 
days may be used in order to observe the patient's 
reaction. After the single injections, 
double injections can be started using much smaller 
The temperature following the 


each of 


necessity 


preliminary 


amounts of vaccine. 
first of the double injections should reach 99.5” or 
100°. A second injection should raise the tempera- 
ture to 105° or 106° ( 
3 thousand million may be necessary ). ‘This treat- 
if possible. A 


( in some cases a dosage of 2 or 
ment should be given daily course 
should consist of 18 paroxysms followed by a 
This form of treatinent is 
than 


rest 


period of several weeks. 


recommended because it is less dangerous 
malaria; it is more convenient, and probably makes 
similar to 


patients with 


use of bodily immunity reactions those 
induced by malaria. 


neurosyphilis 


Treatment of 


resistant by this method has been 
followed by improvement equal to that observed im 


similar cases treated by malaria. 


Treatment of Neurosyphilis with Combined 
Therapy of Tryparsamide and Bismuth 


Kighteen cases ure reported treated with the 
combined method of tryparsamide and bismuth; 14 
showed improvement both clinically and serologically ; 
5 showed no improvement and 1 improved clinically 
but not serologically. 

From a study of these cases Kann B. L. (M. J. A 
Rec. 187:75,  119,1933) the following 
conclusions. The importance of spinal 
mination in the treatment of 
be over-emphasized. even as early as six months after 
it has been repeatedly 


reaches 
Huid exa- 
early syphilis cannot 
the initial lesion, because 
demonstrated that the 
found in the spinal fluid of such cases, constituting 
potential neurosyphilitics in later life. Since the 
ordinary practitioner still treats a goodly number of 
eases of syphilis, it is well for him to bear in mind 
tryparsamide therapy in early positive spinal fluids. 
Its use should be early and regular. The low toxicity 


spirochetes are sometimes 
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of tryparsamide is more apparent when one compares 
it to neoarsphenamine. While neoarsphenamine con- 
tains only 19 per cent. arsenic, the dose 
tolerated by the patient is 0.3, 0.4, 0.6 gm. 
and rarely 0.9 gm.  ‘Tryparsamide contains 
over 25 per cent. arsenic and is tolerated by 
the patient in dose of 1, 2, 3 and 4 gm. Symptoms 
of optic atrophy are not always a contra-indication to 
its use, as tabetics usually have 10 per cent. of optic 
nerve degeneration. In cases of optic atrophy, close 
ophthalmological observation is important. Two of 
the cases diagnosed as beginning optic atrophy im- 
proved with treatment. Tryparsamide can be 
administered in weekly injections for months with 
practically no ill effect. 


The Treatment of General Paralysis 
with Liposoluble Sulphur 


In order to avoid the disadvantages of malaria 
treatment, ScHROEDER-KNup has recently proposed 
treating general paralysis with a preparation of lipo- 
soluble sulphur, called sulfoleum, or sulfeeine. He 
reports more or less complete remission in 8 out of 14 
cases, or 57 per cent, with this treatment. E. 
LeGrAND (L’Union Méd. du Canada, 62:199, 1933) 
describes six cases in which he tested the method. 
While the injections were well-borne in most of the 
cases, in two cases the treatment had to be stopped 
after the third or fourth injection, because each 
injection caused such a severe diarrhea that the 
patient’s general condition was very seriously affect- 
ed. In five of the cases there was not the slightest 
improvement, either clinical or humoral. In one case 
there was slight clinical remission, but the humoral 
syndrome remained the same. In one ease in which 
sulphur treatment failed, malaria treatment proved 
very effective. The author concludes that treatment 
with liposoluble sulphur is not any better than the 
other methods of pyretherapy, such as sodium nuclei- 
nate and anti-chaneroidal vaccines, and that it is much 
less effective than malaria therapy. 


The Diagnosis and Treatment of Syphilis 
Complicating Pregnancy 


J. EK. Kanter & N. R. Inaranam have reviewed 
248 articles on this subject and have given a summary 
(Am. J. Obst. & Gyn., 27:134, 1934). Latent syphilis 
in most pregnant women is difficult to detect. This 
means that the disease must be suspected in 


6 
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every case, for a healthy child cannot be expected if 
an active or even a quiescent infection is present. 
The incidence of syphilis among pregnant women in 
the clinies is usually between 5 and 10 per cent. It 
occurs probably less frequently among private 
patients, but, because it is less often looked for, more 
cases are likely to escape detection. The presence of 
a comparatively early untreated syphilitic infection 
increases the infant mortality rate to five times 
accepted average. 

Most authorities agree that syphilis runs a milder 
course in women than it does in nen, but it has never 
been conclusively shown that pregnancy is the bio- 
logic agency responsible for this change. There _ is 
some evidence that the disease may be activated by 
the added strain upon the maternal organism during 
parturition. 

When the history and physical examination of the 
expectant mother are completed, the presence of the 
disease in an infected woman should be suspected in 
most enses, but in no instance should the Wassermann 
test of the blood be omitted. Since patients with 
long-standing infections and those inadequately treat- 
ed may give birth to a syphilitic child when the re- 
action is negative, every child born deserves the bene- 
fit of a study to rule out this disease. In addition to 
the usual procedures, examination of the umbilical 
cord blood is of value if all findings are properly 
interpreted; reentgenologic studies of the long bones 
are both reliable and valuable. It is wise to follow 
suspected cases for some months at least. 

The results obtained by early treatment of the 
syphilitic mother are scarcely paralleled in any other 
medical condition. An infected infant is seldom en- 
countered if treatment has been commenced prior to 
the fourth month of pregnaney. Since the Treponema 
pallidum does not traverse the placental barrier early 
and anti-syphilitic drugs penetrate the membranes 
separating the maternal and feetal circulation only 
with great difficulty, the urgency of preventing the 
infection of the foetus while there is time is evident. 
Once the micro-organism has gained access to the 
feetal circulation, it is improbable that the foetus will 
be cured while still in the womb. 

On the other hand, non-syphilitie children result 
with sufficient frequency, especially after adequate 
prenatal treatment, to make some feel that the infant 
should in most cases, not be treated until the presence 
of the disease is demonstrated. This view point is 
further strengthened when consideration is given to 
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the prolonged course of active therapy with relatively 
toxic drugs that is necessary to insure a clinical cure 
of any syphilitic patient. Treating an infected child 
for a few weeks postnatally cannot be expected to 
eradicate this disease. 


In general, the pregnant syphilitic woman can 
undergo the same type of treatment regime as can be 
nonpregnant, but the technic of administration of the 
medication must be above reproach and the dosage 
and type of drug gauged, according to the condition 
of the patient. Too often, in the past, the blame 
for an unfortunate outcome has been placed upon the 
patient’s lack of co-operation. In the present state 
of knowledge, the most careful diagnostician may fail 
to detect an occasional case, but these failures should 
be very rare indeed. It is to be hoped that the future 
instances in which syphilis is not diagnosed in the 
pregnant woman or in her offspring will be those few 
in which the disease escaped detection although 
every available method for revealing its presence had 
been employed. 


Mastitis and Cancers of Breast in Syphilitics 


TourarnE, A., and RrpapgEau-Dumas, C. (Bull. 
Soc. franc. de dermat. et syph. 40:124, 1933) describe 
eight cases of mastitis and cancer of the breast in 
syphilitic patients. These confirm the authors’ 
opinion that syphilis plavs a part in the pathogenesis 
of benign and malignant tumors of the breast. Late 
syphilis of the breast or diffuse or cireumscribed 
chronic mastitis is not nearly so rare as would appear 
from the medical literature. The irritation caused by 
this mastitis may cause simple hyperplasia (adenoma) 
or malignant hyperplasia (epithelioma) in the breast 
as in other glands. The time between the beginning 
of the syphilis and the development of mastitis, was 
five, six, and in two cases eighteen years. The time 
between the syphilitic infection and the development 
of cancer was twenty-eight, twenty-nine and thirty-six 
and forty years, and in two cases thirty-two  vears. 
In the two eases, in which cancer developed locally in 
a mastititis, the mastitis had already existed for 
fourteen to twenty-five vears. In four of these patienst, 
there were tabes, hemiplegia, inequality of the pupils 
and Basedow’s disease. The father of one of the 
patients was a tabetic, and the husbands of three 
others died of hemiplegia, general paralysis, and cere- 
bral anemia, in a hospital for the insane. 


Serological Recovery in Untreated Syphilis 


H. Boas (Hospitalstidende, October 30th, 1934, 
p. 1197 Ref. Brit. Med. Jour. Feb, 23, 1935) has 
twice observed a positive serological reaction turning 
negative in the absence of any specific treatment. 
The first case dates from 1909, when a patient was 
admitted to hospital with gangrenous appendicitis, an 
extensive secondary rash, and a definitely positive 
Wassermann reaction. On account of the appendicitis 
no specific treatment was attempted. During con- 
valescence after the operation, both rash and positive 
Wassermann disappeared spontaneously. No such 
case having hitherto been recorded, Wassermann’s 
reaction was repeated several times, but it remained 
consistently negative. In February, 1934, a young 
woman, born in 1911, gave birth to a dead, premature, 
macerated infant. The mother’s blood gave positive 
serological reactions to the Kahn, Miiller-Ballung, 
and Meinicke-Klirung tests. Only Wassermann’s 
reaction—the least sensitive of the lot—was negative. 
For some unexplained reason no specific treatment 
was instituted, and when the patient was re-examined 
in March of the same year, all the above-mentioned 
reactions were negative. The author is convinced 
that the patient was suffering from latent syphilis 
when her child was born, but he cannot account for 
her spontaneous serological recovery. 


SURGERY 


Tabetic Osteoarthropathy of the Lumbar Spinal 
Column Treated by Albee Graft 


Cartro, J. A. reports (Semana Med. 40:816, 1933) 
a case in a man of thirty-seven who had such a severe 
tabetic osteoarthropathy that he was bedridden. ‘The 
spinous processes of the third, fourth, and fifth lumbar 
and first sacral vertebra were split with a chisel and 
a graft taken from the anterior edge of the tibia 
inserted into the bed made in this way. The patient 
was put in a Lorenz plaster cast which was left on for 
fiftv days. The patient’s general condition improved 
rapidly and when the cast was removed he was able 
to walk. At the end of eleven months he was still 
in good condition and able to walk and work. A 
roentgenogram shows fusion of the last two lumbar 
vertebre with the first sacral forming a solid pyramid- 
al block. The ultimate outcome is still unknown, but 
so far the results have been brilliant. 
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Sterilizing the Man 


E. Goursanpr (Deut. med. Woch. 61:15, 1935) 
describes the simple operation of sterilization. He 
says that ligature of the vas deferens in itself is not 
He, therefore, advises resection of a por- 
accidental or 


sufficient. 
tion of the duets. 
willful restoration ( in criminals ) he takes out about 


To guard against 


6 em. from each duct so that operative restoration is 
almost impossible. 

In his study he has found that after 
vassectomy a man may be able to reproduce for a 


even 


period of six months, therefore unless such a person 
practices abstinence for that period the operation 
becomes useless. 

This is explained by the fact that the sperma- 
tozoa in the seminal fluid which are already present in 
the seminal vescicle may remain alive for about six 
months. He, injects a 0.1 per cent. 
Rivanol solution through the cut-end of the distal 
escape of 


therefore, 
part of the vas defference. To prevent 
fluid he puts on a cut-gut ligature on the distal cut- 
end. The proximal cut-end is left untied. 


Modern Diagnosis of Carcinoma of the Breast 

D. C. L. (Practitioner 131: 676-684, 
1933) emphasizes that the signs relied upon for the 
diagnosis of the moderately early palpable carcinoma 
of the breast—attachment to skin, retraction of nipple, 
axillary adenopathy, nipple discharge—are not found 
in the really early eases. Roughly speaking, for each 
of these signs that is found, the chanee of permanent 
cure is diminished by about 25 per cent. In the really 
early ease, transillumination of the breast is impor- 
The author once examined a woman who said 
He could 


justify 


tant. 
she could feel a small knot in the breast. 
not honestly say there anything to 
operation, but six months later the patient returned 
attached to the 


was 


with a well-established carcinoma 
skin; radical operation was done, but death occurred 
from metastases two years later. The author believes 
that a patient may at times be conscious of a mass 
which is not easily felt by her doctor, and he pays 
much attention to what a woman says she can feel 
in her own breast, believing she is sometimes better 
able to notice slight changes than a stranger, how- 


ever skilful. 


Carcinoma of the Penis and Circumcision 


W. Kouwenaar (Geneesk. tigdschr. v. Nederl- 
Indié, 73:1539-1545, 1938) cites statistics to show the 
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frequency of cancer of the penis in the far East. In 
Madras out of 746 cases of carcinoma in men, 200 
involved the penis, all in Hindus,. In Lahore, where 
the number of Hindus equals that of Mohammedans, 
SUTHERLAND found that of a total of 270 cases of 
cancer in men, 72 were penile; all of these were in 
Hindus, not a single Mohammedan being included. 
Out of 7692 cases of cancer in men observed in British 
India, according to WoLBarst, there were 1200 cases 
of cancer of the penis, of which 1169 were in Hindus 
and only 24 in Mohammedans, although the latter 
represented 21 per cent. of the population. Statistics 
from other countries in the far East show the same 
frequency. Le Roy pes Barres found in Annam that 
57 per cent. of all the cancers in maies were earci- 
noma of the penis. Heine’s statistics for China were 
27.1 per cent. These various data are not compar- 
able, however, since some are based on 
others on operations, and still others on both. 
liver and 


autopsies, 
Failure 
to include inoperable cancers, as of the 
stomach tends to cause an overestimate of the 
frequency of penile cancer, but even allowing for this, 
the incidence is undoubtedly much higher in the East 
than in Europe. The disease would appear to be 
especially common among whom 


those people by 


ritual circumcision is not practised. The writer is of 


the opinion that phimosis is an important factor. 


Cancer of the penis is not rare among the Java- 
Sirsen found 9 eases among 74 eancers in 
of the 
among 423 eancers in Javanese studied in the Dutch 
between 


nese. 


oe 


Javanese, and there were 33 cancers penis 


Indian Cancer Institute. A comparison 
Javanese and Chinese living on plantations under the 
same conditions and treated by the same physicians is 
of interest. 


there were 10 cancers of the penis, while among 233 


Among 225 eases of cancer in Javanese 


eases of cancer in Chinese there were 21 involving the 
Of 52 eancers in male Bataks, 10 were of the 
following list on the 


penis. 
penis. The writer gives the 
frequency of cancer of the penis in various groups: 


(a) In cireumcised Jews none 
(b) In Mohammedan Upper India 0-1.5%, 


0.5—2%, 
4.4--12%, 
19-53 


(c) In Christian Europeans 

(7) In Mohammedan Javanese 

(e) In Chinese, Hindus, and Anamnites ... 
KovuweEnaar believes that the race differences are 

not important. Uncireumcised Jews may have can- 

cer of the penis. In the southern parts of British 

India (e.g. Madras) are Mohammedans and Hindus 
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for the most part of the same race and yet showing 
great differences in the incidence of the disease. 


The time at which circumcision is performed 
would seem, as Wo.Barst points out, to be of great 
importance, the sooner after birth this is done the 
less chance for the development of cancer. Jews 
are circumcised a few days after birth; by Mahom- 
medans in British India cireumcision is done during 
the first year; by the Javanese between the tenth and 
fourteenth years, except in West Java, where it is 
done between the third and sixth year. These great 
differences may account for the varied frequency of 
penile cancer among these classes. If a Javanese 
with phimosis is not cireumeised until the tenth year 
there has been a_ sufficiently prolonged period of 
chronic irritation of the glans to result in cancer after 
a latent period. 


OBSTETRICS AND GYNAECOLOGY 
Three Cases of Chemical Extirpation of the Uterus 

Van Vuar (Nederl. Tijdschr. v. verlosk. en. 
gynec, hef. Am, J. Cancer, 23:1, 1935) has used the 
method of chemical extirpation of the uterus by zine 
chloride in three patients with cancer. In all three 
it was seventeen days before the dead tissue had 
entirely sequestrated. The treatment is not without 
its dangers—vesical or intestinal fistula formation and 
peritonitis—and therefore should be applied only 
when operation is impossible. 

In the discussion, described the clinical 
results of this treatment in 10 patients suffering from 
vancer of the uterus. Three again showed carcinoma 
within two to ten months: six were free from cancer 
from six months to five years after the treatment; one 
succumbed when being treated, and autopsy revealed 
peritonitis and  broncho-pneumonia. Van  Rooy 
remarked that the action of zine chloride can be con- 
trolled by mechanical removal of the sequestrum eight 
days after the beginning of the treatment. VAN 
Vuer warned against the possibility of bleeding in 
such cases. Artificial removal seems not necessary 
to him, since the wall of necrotic tissue prevents too 
strong an action of the zine chloride on the healthy 
tissue. 


The Histological Classification of Cancers of the 
Uterine Cervix and the relation between the Growth 
Structure and the Results of Radium Treatment. 

H. Cnampers (Am. Jour. Cancer. 23:1; 1935) 
has studied the biopsy material from 728 cases of 
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cancer of the cervix with a view to finding to what 
extent the response of malignant tumors to radia- 
tion varies with their histological structure and also 
to determine whether there was any evidence to 
support the prevalent idea that certain histological 
types are insensitive to radiation. 

His material comprised of 728 specimens of which 
500 have been histologically graded and 228 were 
discarded for being unsuitable. 


After briefly mentioning about the attempts made 
by Bropers Marzitorr, and and 
KERMAUNER and pointing out the defects in their 
classification the author has tried to classify his 
material according to the degree of differentiation and 
general architecture and of cell activity. Four chief 
groups of squamous carcinomata have been defined. 
In grade 1 all the typical cases of the adult 
common type have been included. In this form the 
growth invades in cell columns of varying size, often 
in single strands of cells, but the habit of forming a 
satisfied epithelium is practically lost. | Keratinisa- 
tion, though not common, sometimes occurs, squames, 
cell pearls and basal cells are a feature of the strue- 
ture. 

Grade II includes the tumors composed of thin 
spindle cells resembling those of the basal germinat- 
ing layers. 

Grade II has three sub-groups (a) “differentiated 
in which most of the cells furthest from the basal 
but 

which 


transformed into without 
keratinisation; (b) ‘* transitional’? in the 
architeeture of the epithelium is very like that of the 


The basal cell layer is 


layer are squaines 


normal mucous membrane. 
distinct and the gradual change from transitional to 
spinal cells can usually be made out; (c) “* Ana- 
plastic ’’ in which although there is still a formation 
of stratified epithelium, the cells have lost their 
squamous characters and are deeply staining, mitosis 
found in all the layers of the 


usually be 


can 
epithelium. 

Grade IV includes all the anaplastic growths 
which show no formation of stratified epithelium. 
In these the tumor cells have no squamous characters 
and are apparently in active growth. 


The results of treatment have been recorded with 
special reference to the local cure of the cancer at the 
primary site in relation to the histological type, the 
survival rate has also been recorded of the same cases 
under observation for more than three years. 
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The highest percentage of local cures has been 
obtained in the transitional type of Grade II,—73.8 
per cent. 


Chorionepithelioma of the Fallopian Tube 


T. Bunnae and C. Bacuman (Am. J. Obst. & 
Gynec, 27:276-280, 1934) report the case of a thirty- 
year-old patient who was admitted to the hospital 
because of a swelling in the lower abdomen and irre- 
gular menstruation of thirteen months’ duration. She 
had been pregnant twice previously. . Examination of 
the abdomen showed a tender, movable, cystic tumor 
the size of a six months’ pregnancy in the left lower 
quadrant. There was also evidence of a small amount 
of free fluid in the abdomen. At operation a tumor 
involving the outer end of the left fallopian tube was 
found and removed with the uterus and other adnexa. 
A moderate amount of serosanguineous fluid was 
found in the peritoneal cavity, but there was no evi- 
dence of metastatic tumor. Histologic study of the 
excised neoplasm showed it to be composed of irre- 
gular masses and cords of tumor tissue, indisputably 
chorion-epitheliomatous in character. The patient 
made an uneventful postoperative recovery and has 
shown no evidence of recurrence after a very short 
period of time. 


A specimen of urine, collected after operation and 
preserved with a glycerine-phenol mixture, was tested 
by the Aschheim-Zondek method and was found to 
have a concentration of anterior pituitary hormone in 
excess of 250,000 mouse-units per litre. In spite of 
lack of considerable eivdence, it is believed by the 
authors that the growth in this patient was a true 
primary tubal chorionepithelioma, apparently arising 
tumor at the site of a previous 


” 


as an orthotopic 
tubal pregnancy. 


Influence of Syphilis and Diabetes on the Radio- 
sensitivity of Patients with Cervical Cancers 


The association of syphilis and eareinoma of the 
cervix has been observed by O. H. Kreme (Arch. f. 
Gynak, 156:285-287, 1933) in 20 patients. In the 
group of 12 operable cases, there were 5 deaths, while 
7 patients remain well, 3 for more than five years. 
No difference between the end-results obtained in these 
patients with syphilis and in those with carcinoma of 
the cervix without syphilis could be demonstrated 
from the study of this series. However, luetic altera- 
tions of the connective tissue of the body were appa- 
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rently responsible for numerous complications follow- 
ing the use of radium. In this small series there were 
two vesico-vaginal and two recto-vaginal fistulae, one 
ulcer of the bladder, and in two cases marked damage 
of the rectal mucosa, necessitating a colostomy. 
During the same period of time only one vesico-vaginal 
fistula was observed in the patients without syphilis. 
All of the luetic patients receiving salvarsan shortly 
before and after radium irradiation have remained 
well. This indicates that better results in cancer 
therapy may be secured by the combined use of 
arsenic and irradiation. The author suggests that in 
juetic patients smaller doses of irradiation may be 
used than in non-luetic patients. 


Diabetes was a complication in fifteen patients 
irradiated for carcinoma of the uterus. In those with 
cervical cancers this association appeared to be un- 
favourable, especially if the urine could not be made 
sugar-free at the time of irradiation. On the other 
hand, for some unknown reason, early cases of carci- 
noma of the body of the uterus associated with diabetes 
did unusually well after irradiation. 


Carcinoma of the Perineum 


Primary carcinoma of the perineum has not to 
H. Gorcke’s knowledge (Zbl. f. Gyn. 57:117-119, 
1933) been previously reported. His case occurred 
in a twenty-eight-year-old nulliparous woman, who 
presented herself at the clinic on account of discharge 
and bleeding. Examination showed on the perineum 
an ulcer penetrating rather deeply into the museula- 
ture of the pelvie floor. The lymph nodes in both 
groins were moderately enlarged. Histologic exami- 
nation of a biopsy specimen from the edge showed a 
ivpical squamous carcinoma with cornificatioa 

The operation consisted of excision of the local 
tumor and dissection of both inguinal regions. Fol- 
lowing operation, the patient received deep X-ray 
treatment, but a recurrence developed in the region of 
the public bone within a few months. The patient 
died not quite nine months after the first appearance 
of the tumor. 


RADIOLOGY AND ELECTROTHERAPEUTICS 


What can be Expected from Irradiation in 
Uterine Cancer ? 


A. Tommasettt (Riforma med, 49:1286-1287, 
1933, Ref. Am, J. Cancer, 2311, 1935), deplores the 
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recent reawakening of controversy between surgeons 
and radiologists concerning the treatment of cancer 
of the uterine cervix, and concludes that in the best 
hands there is practically nothing to choose between 
operation alone, irradiation alone, and combined treat- 
ment, with regard to survival results. Most writers 
agree that corporeal carcinoma should be treated sur- 
gically. From the standpoint of treatment the author 
finds that the most radiosensitive cervical cancers are 
those showing high proliferative activity and more or 
less numerous atypic, monstrous and degenerated 
nuclei, while the radioresistant growths show few 
atypie and monstrous cells and nuclei and a higher 
degree of differentiation. However, quite frequently 
cervical cancers that are highly radiosensitive, as 
judged both histologically and from their rapid shrink- 
age on being irradiated, later show rapid extension 
and metastasis. The author advises laparotomy in 
every case of uterine cancer that is not obviously in- 
operable. If the tumor is operable, it should be re- 
moved and postoperative irradiation should be given. 
In borderline or doubtfully operable cases, which form 
the majority of those seen, the author again prefers 
surgery in order to remove as much as is possible or 
advisable of the malignant tissue, postoperative irra- 
diation being given. In some of these cases, a short 
course of radiotherapy may improve the prospects of 
operation. Finally, in inoperable cases radio-therapy 
holds out the only hope of palliation, even of five-year 
cure. 


Radiation Therapy in Carcinoma of the Corpus Uteri 


In 124 eases of carcinoma of the body of the 
uterus treated by W. P. Hearty (Am. J. Obst. & 
Gynac. 27:1—11, 1934), there was no mortality asso- 
ciated with either radiation therapy or hysterectomy. 


JOURNAL 
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One hundred per cent. of 14 patients with Grade I 
carcinomas and 87.5 per cent. of 58 patients with Grade 
If carcinomas have lived for an unstated length of time 
regardless of the plan of treatment followed. This 
would seem to indicate that in these histologic types 
the disease remains localized in the uterus for a long 
time, and if the risk of hysterectomy is not unduly 
great, a cure may be obtained by this procedure. On 
the other hand, when operation is contraindicated, 
radiation may be carried out to advantage. Sixty- 
three per cent. of the patients with true adenocarci- 
nomas have lived for an unstated period of time after 
treatment. Fourteen of these patients received radia- 
tion therapy before hysterectomy and 57 per cent. 
of these have remained well for an average of five 
years. In a group of 9 patients in whom hysterec- 
tomy preceded radiation, only 33.3 per cent. have lived 
for an average of three and one-half years. It is 
believed that intra-uterine applications of radium and, 
if feasible, roentgen ray therapy should precede hys- 
terectomy in all cases of adenocarcinoma of the body 
of the uterus. In order to permit the full effect of 
radiation, the operation should be delayed from four 
to six weeks. Postoperative radiation with radium 
applied in capsules throughout the length of vagina 
and a eyele of X-ray treatments should be utilized as 
an additional precautionary measure from eight to 
twelve weeks after hysterectomy. 


A routine method for the treatment of adenocar- 
cinomas of the body of the uterus consists of a diag- 
nostic curettage, implantation of radium capsules in 
the body of the uterus so as to give a dosage of 3,000 
to 4,060 millicurie hours over a period of twenty-four 
to thirty hours, administration of 700 units of roent- 
gen radiation to the pelvis beginning two or three 
days after the termination of the radium treatment 
and hysterectomy about six weeks later. 
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ASSOCIATION NOTES 


INDIAN MEDICAL ASSOCIATION 
Bengal Branch 


Cot. BHOLA NAUTH ENTERTAINED 


The Indian Medical Association, Bengal Branch, 
was at home to Col. Bhola Nauth, the President of 
the Association, and among those present were Sir 
NILRATAN Sircar and Lr.-Cot. K. K. Cuarrerser. 
In the course of his address Cot. Buota Nauru said— 


‘“ I have been touring in India and have been visit- 
ing various places, and from what I have seen the 
conditions of the medical profession are indeed deplor- 
able—they are deplorable in more senses than one. 
You in Calcutta perhaps do not realise the conditions 
in other parts of India ; but I can give you a rough 
idea of some of the difficulties which hamper the ad- 
vancement of the medical profession. 


I found that there was no unity or solidarity in 


the profession. Professional men who have been 
trained in the exact method of science do not seem 
to realise the value of co-operation. Medical men as 
« profession are demoralised and apathetic about the 


I find the 
The moral 


advancement of their own profession. 
ioral tone of the profession very low. 
tone is manifest in more ways than one. If you open 
any vernacular paper you find detailed accounts of 
venereal and sexual diseases given for the edification 
of young men and women of India. We as medical 
inen have a responsibility to raise the moral tone not 
If any 
foreigner were to read these descriptions in our verna- 
cular papers they would blush for shame. 
cular press goes a long way to support the author of 
“Mother India.’’ The cut throat practice, the tout- 
ing and the giving of false evidence are other manifest- 
ations of the demoralisation of the profession. 


only of the profession but of the community. 


The verna- 


The causes of this demoralisation are many, some 
of them are removable, some are beyond our control. 
In the first place, the community of about fifty 
thousand medical men is scattered about over the 
length and breadth of India and this separation is 
against co-operation and working together as a pro- 


fession. Besides, their location in different parts of 


India produces in them a_ provincial and _ parochial 
mentality which makes them incapable of looking at 
things from an all-India point of view. 


The second cause is the division of the profession 
into water-tight compartments, in which the interests 
of one group clash with the interests of the others and 
produce jealousy. There is the service group and a 
non-service group. The service group is divided into 
the I.M.S. which is again divided into Military and 
Civil, the non- 
service group we have the L.M.Ps. and the other 
University degrees. India is the only country in 
which a State Medical Service exists. All the work 
of medical relief, research work, sanitation, prevent- 
ive medicine, recruiting and invaliding is in the hands 
of service men, and the non-service men lave no 
opportunity or share in these aspects of the  profes- 


European and non-European. In 


sional work. 


The teaching in our Medical Schools is defective. 
But it is not defective in the sense in which the 
General Medical Council of Great Britain and Treland 
make it out that our training in midwifery and gyne- 


cological subjects is inefficient. 


The object of medical teaching in India from the 
davs of the East India Company has been to produce 
assistants and not to impart scientific medical train- 
ing. Teaching so far, therefore, has been given by the 
Army Surgeons. Teaching, like any other profession, 
is a special art which is acquired by a life-long study 
and the teacher sticks to one subject of his special 
study. Here the teacher is placed in the chair not 
because he is a specialist and master of his subject 
but because he belongs to a particular service, and it 
so happens that owing to service exigencies he is 
called upon to teach surgery in one session and medi- 
cine in another and it very often happens that the 
same teacher has to teach half a dozen subjects one 
after the other. Under the circumstances he cannot 
be expected to teach all those subjects efficiently. All 
he can do is to prepare notes and read them out to 
his class like a parrot. This is not teaching in the 
scientific sense of the word. 
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ASSOCIATION NOTES 


Then again, owing to high salaries demanded by 
the service men the number of teachers is insufficient. 
Modern medicine is growing so fast that each 
subject is divided into a number of branches each of 
which is a subject by itself. For example, surgery 
is divided into general surgery, regional surgery, sur- 
gical anatomy, clinical surgery, orthopeedie surgery 
and so on. One Professor cannot be master of all 
these branches and cannot teach them all efficiently. 

Our education is defective in another way. Other 
countries provide for post-graduate training. Medi- 
cal science is advancing so rapidly that it is impossible 
for a busy practitioner to keep pace with the advances 
of the medical science and it is necessary for him to 
attend a course of post-graduate training to bring 
himself up-to-date and in this respect the practi- 
tioner is at a disadvantage in this country. 

The British General Medical Council instead of 
going to the root of the thing, lay stress on the defi- 
ciency in midwifery and gynecological training given 
here. They forget that owing to social conditions 
men doctors are not often called upon to attend to 
women who generally go to women doctors or to 
women’s hospitals and therefore it does not detract 
from the competence of general practitioner if their 
training in these subjects is not up to the standard 
required by the British General Medical Council. 

The unfair competition is another cause. On 
the one hand, the practitioner has to compete with 
the service man who has got at his disposal a well- 
established and equipped hospital and a well-trained 
staff to assist him in his work. Against this the 
private. practitioner has to supply himself with all 
the paraphernalia of his art at his own expense. 

There is, again, the competition of Vaidas and 
Hakims. As a registered man a private practitioner 
lias to undergo a long and expensive course of train- 
ing, and after having passed his examination, he has 
to subinit himself to the control of the Medical 
Council. The Vaidas and Hakims have no_ such 
obligations. | They undergo no recognised course of 
training and are not subject to rules of medical 
ethics, with the result that the allopathic practitioner 
is hemmed in by the service men on one side and 
by the Vaidas and Hakims on the other. One con- 
sequence of this unfair competition is that many of 
our private practitioners have deserted their ranks 
and are sailing under false colours of Vaidas and 
Hakims and homeopaths although they use the 
medicines which they have been taught to use. 
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These are the various causes which have brought 
about the present position. It is incumbent upon 
us to devise means to bring about solidarity in our 
ranks by which alone we can make advance and raise 
the moral tone. Apart from this aspect and owing 
to the demoralised state we, medical men, do not 
play the same part in the civic life of the nation as 
medical men in other countries do. 

A medical man is intimately blended with the 
life of the community both in its individual and 
corporate aspect. An individual makes the acquaint- 
ance of the medical man in his mother’s womb long 
before he is born. He is born in the lap of the 
medical man. During his childhood, his youth and 
old age, he is constantly consulting the doctor and 
when he is leaving the world the last person he wishes 
farewell to is the doctor. He may have scerets in his 
life which he keeps hidden from his wife and_ his 
inost intimate friends. If he commits adultery, con- 
tracts venereal disease or is addicted to the habit of 
drinking he may hide these from the world but he 
confides them to his doctor. The doctor in his 
friend and confidant. 


In the corporate capacity the questions of food 
supply, water supply, of housing, medical relief, 
medical education, epidemic disease and preventive 
medicine—are all referred to the medical men. The 
medical men though they form such an_ important 
and integral part of the civic life of the nation, in 
Indian civic life they do not play the part which is 
their due, owing to the demoralisation which has 
overtaken the profession and by which they have 
lost confidence of themselves. 


The aim and object of the I.M.A. is to organise 
the profession, to make it realise its condition, to 
bring about solidarity and raise the moral tone and 
elevate them in their own and in the estimation of 
the public to remove the causes which have brought 
about this state of affairs, to ameliorate such defects 
which hamper the advancement of scientific medicine 
in the country. 

The medical problems of this vast country are 
vast. They await their solution. They are hamper- 
ed by the inertia of the masses of the general public 
and the inertia of medical profession. The problems 
of rural sanitation and uplift, of town planning and 
drainage, of water supply, infant mortality which is 
the highest in the world of maternal mortality, infant 
welfare, of insurance of sickness, of epidemics and 
preventive medicine, of medical education etc. are 
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some of these problems which are at present being 
tackled and solved by the Government through the 
agency of Englishmen. All honour to them for do- 
ing this work for us. But we as a profession have 
a duty to our country and to our profession we want 
to take our share of this work. 


The Indian Medical Association will try to 
remove these defects by making every use of the 
existing regulations and legislation, and by bringing 
them to the notice of the Government and the public, 
by ereating public opinion against the defects which 
are retarding our progress. We want the system of 
changed. We want the State Medical 
Service either to be modified or abolished and medical 
education to be inproved. We want that this 
education should produce medical men and not mere- 
ly medical assistants. It is a deplorable fact that 
India has not produced any great men in medicine, 
simply because we lack the opportunities of doing 
scientific work. Our modus operandi is to establish 
branches all over India connected together by the 
bond of our profession. 


edueation 


These branches will be the 
centre of professional activity in different parts of 
India and be also centres union 
medical men and thereby bring about the solidarity 
we require. 


of social among 
These branches are to be connected to 
the parent body in two ways, i.e. 
Indian Medical Association 
where no branch exists or you can form a loeal branch 
and that loeal branch will become part of the T.M.A., 
giving you the rights and privileges of membership. 


you ean join the 


either as an individual 


The second way is that the loeal body should become 
affiliated to the organisation. — Affiliation 
would mean that the local body would retain its 


centra! 
identity—members thereof will not be members of 
the I.M.A., but will pay a certain sum of money to 
the central organisation and will have the right of 
sending one or two representatives only who will 
have the right of voting and taking part in the con- 
stitutional aspects of the Association. The third way 
is a modification of this provision. | Unfortunately, 
our profession is split up into service and non-service 
men and as we have oceasions to criticise Govern- 
inent measures and since service men cannot criticise 
Government measures, in order to avoid this objection 
in the way of service men joining the I.M.A., it is 
proposed that these service men should be members 
of local affiliated bodies only, and that only in respect 
of non-service men would subscriptions be forwarded 
to the Central Office from the local affiliated body. 
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Service men, therefore, while having the opportunity 
of co-operating in all the professional work of the 
Association, would not be members of the I.M.A.’’ 
Passing to the achievements of the Association, 
Col. Bhola Nauth stated, ‘* We 
existence very long but in the short space of time we 


have not been in 


have got a few things to our credit. I would remind 
vou that some vears ago when the question of locat- 
ing the Research Institute at Dehra Dun was being 
mooted, the Indian Medical Association took a pro- 
minent part in opposing it according to the wishes 
of the profession, and the question was dropped by 
the Government. In the sphere of the R.T.C. the 
Indian Medical Association sent cables and presented 
their case through Sir Tej Bahadur Sapru. When the 
Indian Medical Council Bill was going through the 
Assembly, the I.M.A. supplied the members with all 
the information and help required for eriticism of the 
Bill and proposing amendments. Undoubtedly the 
Indian Medical Council is not what we desire; but 
still it is a beginning and we should not be dishearten- 
ed. Containing as it does eight elected members out 
of a total of thirtv, we cannot hope to get 
any popular measures; but this being only a begin- 


through 


ning we hope that when the Council is re-constituted 
after five years, things will be changed 
and more in line with our requirements and desires. 
G.M.C. 
have their own nominee as Secretary and Inspector 


radically 


Then again, when the British wanted to 
representatives of this 
protested, and effort to 
The nominee of B.M.C. is gone at last 


of medical education, the 


Association made every 
oppose it. 
and we cannot sav how far our agitation had a share, 


if any, in his departure.’’ 


Dr. C. E. 
Medicai Journal and Professor of 


Lim, Managing Editor of the Chinese 
sucteriology and 


Immunology at the Peiping Union Medical College 


said, ‘‘I consider it a great privilege to listen 
to the account of your position, especially in regard 
to medical education. We in China have gone 


through the same experience. In starting an asso- 
ciation there is always the fact that the responsibility 
falls on the shoulders of a few and only gradually 
more and more people join. Your policy appears to 
be in the right direction and the point that interests 
me and which we emphasise in China is the raising 
of the standard of through the 
employment of teachers who are themselves research 
workers. We try to train students who will work 
towards an ideal under good teachers, inspired to do 


medical education 
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institutional work rather than with the mere idea of 
going out into private practice. We look forward to a 
country like India, from where we got our religion and 
which has produced so many leaders in literature and 
philosophy. The genius is there and in course of 
time I am sure you will have your Nobel Prize men 
for medical science as in other fields. I extend the 
greetings of my Association. Our problems are very 
similar and that is why I have come first to India to 
study conditions here before going to other countries.”’ 

Col. Bhola Nauth then touched on the subject of 
the Red Cross. When the War broke out it was 
found that they could not cope with the work and 
therefore the British Red Cross Society provided funds 
further the work 
Lorp CHELMs- 


to form the nucleus of a fund to 
of the Red Cross Society in India. 
Ford made an appeal and the response was 
generous—funds to the extent of a crore and a half 
were subscribed by India. Soon after the War came 
to a close and the Committee did not know what to 
do with the funds which remained in their hands. 
They proposed to make the money over to the British 
Red Cross Society but the latter feeling that the 
money belonged to India suggested that India should 
form a society of its own and deal with these funds. 
eighty lakhs which were contributed by various pro- 
Sir Cravpe Hitt in 1920 introduced the Indian Red 
Cross Act by which the Indian Red Cross Society 
The funds amount to seventy or 
working is this. 
and Simla who 


very 


was established. 
vinees. The present method of 
There is a central office in Delhi 
receive the interest on this capital and this amount is 
distributed to the various provinces on a_ pro rata 
basis. Bengal contributed to the extent of fifteen 
lakhs, I think, and besides that there are certain 
funds in the possession of the local branch, i.e. nearly 
twenty lakhs of rupees in all. The Head Office of 
the Red Cross does no red cross work but distributes 
the money after taking about Rs. 80,000/- for the 
upkeep of the office. So far as the activities of the 
ted Cross are concerned, they seem to be the enter- 
tainment of a few nurses and a Christmas treat to 
soldiers and little else. My suggestion is that as 
medical matters form a provincial transferred subject 
vou should demand that the Cross fund should be 
provincialised and the money utilised for the benefit 
of the province and the province only, and not for 
the benefit of the Red Cross Staff. You should with 
that money be able to build Red Cross Hospitals in 
different parts of the province. Hospital accommo- 
dation is very scanty, and if Red Cross hospitals are 
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established you can build up child welfare centres, 
maternity clinics and train nurses round about the 
Red Cross hospitals, which should be run and staffed 
by private practitioners as honorary workers. As 
Red Cross funds are intended for the use of the 
military, in time of war your hospitals will be there 
ready equipped, staffed and in working order for the 
use of the military at such atime. This is a question 
which I think we should take up as an association 
as one of our activities and we ought to work up 
public opinion. Moreover, I think the Jubilee Fund 
should also be utilised in the same way. 

Cot. CuarrERJEE brought the meeting to a close 
with a few well-chosen words of appreciation of Cou. 
Buoia Nauru, who, he said, was a leader by instinct 
and an organiser by constitution. Built like that now 
that he has taken up this very important work of re- 
organisation of the Association and raising the moral 
und medical standards of the medical profession in 
India and from what he had done so far, he could 
see that success was coming. He endorsed all that 
Cot. Buota Nauru said of the Red Cross. He also 
extended his thanks to Dr. Lim, the Managing Editor 
of the Chinese Medica! Journal. 


Proceedings of the XXXI Meeting of the Central 
Council held at Delhi on 25-3-35. 


Members present:—Dr. M. A. Ansari, Dr. B. C. 
Roy, Capt. P. B. Mukherjee, Drs. S. N. Kaul, 
J. Caroli, Bhupal Singh, S. Halder,, T. N. 
8. C. Sen, K. S. Ray, Major Ranjit Singh and 
Moolsingh Bazaz, Dr. G. N. Khana (by invitation), 
Dr. J. C. Das (by invitation), Dr. P. K. Dey (by 
invitation). 


Banerjee, 


Dr. M. A. Ansari was voted to the chair. 

1. Resolved that the proceedings of the last 
meeting held at Delhi on the 27th December, 1934 
be hereby confirmed. 

2. Resolved that the accounts for the period 
from 1-10-34 to 28-2-85 be recorded. 

In this connection read a letter No. Cal. 17-35, 
dated the 25th January, 1935 from the Provincial 
Secretary, Punjab Branch regarding the arrear sub- 
scriptions of the Punjab Branch. In view of the 


circumstances stated therein and in pursuance of 


tesolution No. 10 of the XXVI Central Council meet- 
ing held at Bombay on the 27th December, 1933, it 
arrears against the Punjab 
Central 


is resolved that the 
Branch in respect of contribution to the 
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Funds up to the end of 1933, viz., Rs. 
compounded. 


420-8-0, be 


3. Reselved that the formation of new branches 
at Bareilly, Ballia (U. P.), Godhra (Bombay) and 
Bhagalpur (Bihar) be recorded. 

In this connection read also a letter dated the 
16th Feb., 1935, from the Secretary, 
Independent Medical Practitioners Guild, 


Vizagapatam 
explaining 
certain difficulties in the wav of affiliation of their 
(iuild with the Indian Medical Association. 


4. The Council is of opinion that both in the 
iaterests of the profession and in the interests of the 
Association it is necessary to establish further 
branches of the Association in the various centres and 
that suitable steps be taken with this object in view 
at as early a date as possible and that the President's 
tour should be directed primarily to this objective. 

Resolved further that the question of branch con- 
tribution to the Central Council be referred to the 
branches and their opinion be placed at a subsequent 
Dr. N. Katt, the 
Council that Con. 


BuoLA Nauru would commence his. tour on 7th April 


ineeting of the Central Council. 
Vice-President informed the 
next. 

All-India 


Medical Conference, it was resolved that the Secre- 


5. Regarding the venue of the next 


taries be authorised to write to the Nagpur Branch 
asking them whether they had re-considered their 
resolution regarding the next session of the Conference 
and that if Nagpur Branch sends a formal resolution 
inviting the Conference to Nagpur within two weeks, 
then Nagpur should be fixed as the venue for the 
XII All-India Medieal Conference. Failing this, the 
Seeretaries are authorised to accept the invitation of 
the Karachi Medieal Association to hold the next 
Conference at Karachi. 

6. The Secretary explained the steps taken with 
regard to the resolutions of the XIth All-India Medi- 
cal Conference. 

7. The Secretary reported that suggestions had 
been invited for the formulation of a scheme for the 
improvement of medical aid in rural areas but that 
so far not many suggestions have been received and 
that the matter was still under the consideration of 
the Committee appointed at the XXVII Meeting of 
the Central Council held at Caleutta on the 13th 


July, 1934. It was decided to wait until Masor M. 


C. Narpu is able to take up the work of this Sub- 
Committee. 
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8. Correspondence regarding the amalgamation 
of the All-India Medical Licentiates Association with 
the Indian Medical Association was produced as also 
the proceedings of the joint meeting held on the 28th 
December, 1934, at Delhi of the 
appointed by the respective bodies 
question. The Central Council accepts the proposi- 
tion of federation on the terms agreed upon by the 


two committees 
to discuss the 


two Committees, viz. :— 


(a) The two associations will retain their 
organisation and work separately as at 
present. 


(b) The two associations will be federated by 


means of a federal council consisting of 
equal number of representatives nominated 
by each association. (It has been suggest- 


ed that the number may be 6—3_ from 


each). 


(c) Wherever and whenever possible the two 
hold 
ference in the same place and at the 
The dates of the 


will be decided by the federal council so as 


associations will their annual con- 


same time. meetings 


not to clash. 

(d) Each association will have its own  pro- 
eramme of conference which will be con- 
sidered by the federal council before the 


sitting of the conference. 


Fach association will have its own separate 


~ 


reception committee and arrangements for 
accommodation of its delegates, ete. 


(f) The same pandal or hall may be used by 
mutual agreement for the two conferences. 


(g) The scientific section will be held jointly. 


(h) It will not be necessary for the Licentiates 
Association to have a separate journal and 
the Licentiates Association will subscribe 

a fixed number of copies of the I.M.A. 

Journal equal to the number of members 

on payment of Rs. 2/- per copy per mem- 

ber on its rolls. The Secretary of the 

Licentiates Association will send the names 

and addresses of the members to whom he 

Journal to be sent to the 


I.M.A. Journal. The 
payment of subscription may be made by 


wishes the 
Manager of the 


the Licentiates Association in a lump sum. 
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(?) The Journal will be conducted as_here- 
tofore under the sole management of the 
editorial staff appointed by the I.M.A. 
The poliey of the Journal will continue to 
remain the same as embodied in the rules 
of the I.M.A. 

(/) Items of news, scientific 
and matter of interest to the Licentiates 

ete. 
will be given a place in the Journal. If 
the Federal Council approves or the Licen- 
tiates desire, a certain 
portion of the pages of the Journal may 
be set apart for the use of the Licentiates 
Association. But all communications sent 
for publication will be subject to the dis- 
cretion of the editorial staff. 

9%. Resolved that Drs. Girin Mukherji and J. C. 
Banerjee be thanked for their past services 
to the Journal Committee and that their 
resignations be accepted with regret. 


Resolved further that Col. K. K. Chatterji 

and Dr. C. C. Bose be appointed Honorary 

Assistant Editors of the Journal and that 

there be a new paid appointment of Assist- 

ant Secretary for the Journal at Rs. 100/- 

a month and that Dr. Girin Mukherji’s 
appointment to this post be confirmed. 

10. This Council strongly protest against Clause 

i119 of the Constitution Bill which undermines the 

principles of reciprocity and continues the lien of the 

Indian Medical Service to civii posts under Central 

and Provineial Governments, being in those respects 

retrogation on the recommendations of the White 

Paper. Further resolved that copies of this resolu- 

tion be sent to the Secretary of State for India and 
the Director-General of the Indian Medical Service. 

11. Read a letter No. 66/x/e of 23-3-35 from 

Dr. G. N. Khanna, General Secretary, XIth All- 

India Medical Conference, forwarding a cheque for 

Rs. 333/- on account of share of delegation fee to the 

Central Funds. Resolved that the letter be recorded 

with thanks. 


communication 


Association, transfers and changes, 


Association so 


Sd/- M. A. Ansari, 


Chairman. 
INDIAN MEDICAL ASSOCIATION 
Arrah Branch 


Cou. NavcTH, 1.M.S., C.1.E., President of the 
Indian Medical Association, during his All-India tour 
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visited Arrah on 21-4-35. There was a meeting of 
medical men of the locality in the house of Dr. A. 
C. Mirra, to meet him. Cox. Buota Nauta address- 
ed the meeting and during the course of his remarks 
he said that the medical profession in India was in 
a disorganised state and the causes of this disorganisa- 
tion were according to him, firstly, the vast 
distances in the country which divided the profession- 
al men into provinces and districts widely apart from 
each other. This separation gave the medical men 
provineial and parochial outlook and made him 
incapable of looking upon the professional questions 
as of common interest. 

The second handicap was that the medical men 
in India were divided into groups and groups, into 
water-tight compartments. The interest of one group 
clashed with the interests of others which made a 
concerted and united action an impossibility. There 
were service men and non-service men, there were 
I.M.S. men and P.C.M.S. men, there were Indian 
and Europeans each with his own interest and_ its 
own grievances. 

Thirdly, the private practitioners were subjected 
to unfair competition. He had to compete with the 
service man on the one hand who has a well-equipped 
hospital and laboratory at his command and_ well- 
trained staff to assist him. On the other hand, he 
has got to compete with the Vaidyas, Hakims and 
Homeopaths. The practitioner has to undergo a long 
and expensive course of training and pass examina- 
tion and after passing the examination he had to be 
under the control and supervision of the medical 
council. 

Fourthly, the opportunities for the professional 
works and advancement of science are denied to him. 
All the administrative medical reliefs and 
research works, ete., are in the hands of the service 
men, and the private practitioners have no chance to 
do any work in these respects. 


works, 


Fifthly, his education is defective, but it is not 
defective in the sense in which the General Medical 
Council of Great Britain and Ireland make it out. 
In Col. Bhola Nauth’s opinion, insistence on Gyneco- 
logical and Midwifery training in Indian schools is 
unfair. Owing to social conditions in the country 
medical men are not called upon to treat diseases of 
women and the education in the subject which they 
receive in school is sufficient for their requirements 
as general practitioners. But their education is 
defective in that the teachers in Indian colleges and 
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schools are not sufficient in number and they are 
not specialists in the teaching of their subjects. Medi- 
cal Science in these days are becoming so vast that 
each subject is divided into number of branches and 
each branch requires a separate teacher for itself. 
‘or example, in Surgery you require a teacher for 
for orthopedic surgery, operative 
Besides these, 


general surgery, 
surgery, surgical anatomy, ete., ete. 
medical practitioners have no opportunities to receive 
Now the result of 
drawbacks and handicaps are that the profession is 
disorganised, demoralised and the medical progress is 
stagnant. The remedies for this state of affairs in the 
opinion of Col. Bhola Nauth are :— 


post-graduate training. these 


First and foremost for the profession to organise 
itself for concerted and united action. Secondly, it 


is necessary to make the competition fair, the medical 


men in service should be restricted to consultation 
practice and Vaidyas, Hakims and Homeeopatlis 


should be required by law to undergo a course of 
training in a recognised school and undergo an exa- 
mination and be under the control of Medical Council 
before they are allowed to practise. | Arrangements 
should also be made for post-graduate training in the 
medical schools of different parts of the country. 
To remedy the defective education he suggests the 
voung graduates from Medieal Colleges, who are keen 
and capable, shou!d be employed as Assistant Profes- 
sors, Demonstrators to assist the teachers in their 
works. To remedy the unemployment among _ the 
inedieal men he suggests that young graduates should 
be appointed house surgeons in Mufassil Hospitals 
for one year. During this time they will gain practi- 
cal experience, find they are fit and settle down in 
different parts of the Provinces, rather than 
crowd the profession in larger towns. Some of these 


over- 


young men may be put in charge of travelling dis- 
pensaries, subsidiary dispensaries in rural areas and 
their services should be utilised by Municipalities and 
District Boards for preventive inoculation, vaecina- 
tion, registration of births and deaths and for medical 
inspection of school-children. Older 
inight be associated with the official staffs as honorary 
further suggested 


practitioners 


surgeons and physicians. It is 
that the Silver Jubilee Fund which is being collected 
should be utilised in establishing hospitals which 
should be manned and staffed by private practitioners. 
These hospitals could be made the nucleus of other 
training 


activities, such as child-welfare, maternity, 


in home nursing and nurses. Besides the Jubilee 
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Fund, there is a large amount of Red Cross Funds 
This might be utilised in esta- 


which 


which are lying idle. 
blishing Red Cross Hospitals in 
should also be staffed by private practitioners and in 
case of war these hospitals staffed and equipped couid 
be handed over in a working order to the Military 
recommends that the 


provinces 


Department. He further 
private practitioners should start co-operative practice 
and their own nursing home and clinics, so as to help 
exch other and work together. 

At the end of the meeting a branch of the Indian 
Medical Association was formed at Arrah with the 
following oftice-bearers :— 

President—Rai Bahadur Dr. TT. N. Mitra. 

Secretary—Dr. Syed Abdul Karim. 

Joint Secretary—Dr. Vishnu Shanker. 


BENARES MEDICAL ASSOCIATION 
Fourteenth Annual Report 


The Office-bearers for the year 1934 were :— 
President :— 


Capt. 8S. K. Chaudhuri, M.B.r., B.A., 
M.B., I.M.s., Retd. 


Vice-Presidents :— 
1. Dr. G. 8S. K. Iyer, (Edin.) 
2. Dr. C. B. Lal Dina, w.M.p. 


Secretaries :— 

1. Dr. S. Lahiri, M.n. 

2. Dr. B. N. Bhattacherya, 
Members of the Council :— 

1. Dr. B. B. Banerjee, 

2. Dr. S. N. Mukherji, M.n. 

8. Dr. M. A. Nomani, M.B.B.S. 
Auditor :— 

Dr. B. B. Banerjee. 
Librarian :— 

Dr. H. S. Mukherjee, B.a.s. 


Members of the Library Sub-Committee :- 


1. Dr. H. 8S. Mukherjee, s.a.s. 


2. Dr. Bholanath, M.B.B.s. 
8. Dr. D. P. Ghosh, u.m.p. 
4. Dr. B. C. Sen, u.m.pr. 
5. Dr. L. M. Banerjee, m.n. 


6. Dr. G. P. Das Gupta, Mn. 
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Registrar of the Scientific transaction :-— 
Dr. P. D. Roy, M.s. 


Number of Members on Ist January, 1934:— 


Local 62; Muffasil 5; Total 67. 

Enrolled during the year 5 as against 6 in 
the previous year. 

Resignation during the year 4 as against 6 
in the previous year. 

Struck off for the year for non-payment of 
subscriptions 6 as against 3 in the previous year. 
Total number of members at the end of the vear 

G6 as against 67 in the previous year. 
Number of meetings held during the year :— 

1. Council meeting 12. 

2. Ordinary niveting 12. 

3. Social meeting 3, out of which one on 22nd 
January at Hospital; Dr. Panchanan 
Chatterjee, M.B., F.R.c.s. (Edin.) of Calcutta, deliver- 
ed a lecture on some aspects of diagnosis and treat- 


Marwari 


ment in acute abdominal catastrophe; another at Town 
the inauguration 
ceremony of the Motor Ambulance Service at Benares 
and another on 28th Mint House, 
Nandeswar, where a dinner had been arranged. 


Hall, Benares, in connection with 


November at 


4. Special general meeting 1. 


5. Library Sub-Committee meeting 1. 


Accounts 
Opening Balance .. Rs. 2074 8 6 
Income during the vear , 15 6 
Expenditure during the year , 857 0 9 
Closing Balance Boao 2 8 


Amount written off for non-payment of  subs- 


cription Rs. 59-4-0 as against Rs. 20-12-0 in the 
previous year. 
Arrears on the date of closing the year 


Rs. 82-12-0 as against Rs. 63-12-0— in 
year. 


the previous 


Tur EstTaBLISHMENT 


There are one part-time clerk and a whole-time 
peon. The work of the clerk and the peon is satis- 
factory and both of them are active and faithful. 
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LIBRARY 


Number of books issued in this 118 as 


against 110 in the previous year. 


year 


Number of periodicals issued in this year 79 as 
against 76 in the previous year. 

One book was presented to the Library by 
Babu Kulanand Lal C/o. Rani Lakshmiboti of Sakhi- 


Binayaka, Benares. 


Papers Reap 


Dr. R. S. A. N. Das or: Cerebro-Spinal Fever. 


The Kala-azar dispensary did very good work 


under Dr. P. D. Roy, M.n. 


OTHER ACTIVITIES 


It gives us immense pleasure to put before you 
the following notable events during the year, each of 
which ean be considered to be definite achievement or 
improvement of our Association. 

(a) The Red Cross Society gave us a sum of 
Rs. 500/- to be spent for anti-tuberculosis propaganda 
work. 

(b) H. H. Capt. Sir Aditya Narain Singh, K.c.s.1., 
Maharaja of Benares, graciously condescended — to 
honour this Association by being its Patron. We take 
this opportunity of thanking, on behalf of the Asso- 
ciation, our President Capt. Chaudhuri for his sincere 
efforts to bring our negotiations to a successful termi- 
nation. 

(c) A representative of cur Association has been 
Co-opted as a member of the Committee of the Local 
Branch of the Red-Cross Society. 

(d) The efforts of our Association were successful 
in obtaining for the Public of Benares, the commend- 
able gift of a Motor Ambulance, which has been made 
over to the Local Municipality. Let us express our 
hearty thanks to the generous donor—Seth Chhotaylal 
Konoria—one of the founders and trustees of this 
Marwari Hospital. 

(ec) During the year our Association has become 
a Branch of the Indian Medical Association. 

(f) Our Association has also 
become a Branch of the U. P Provincial Branch of 
the Indian Medical Association. 

Sp/- S. Lantrtr, 
Secretary, 
Benares Medical Association. 
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The following members of the Benares Medical 


Association have been 


26th January, 1935. 
President :— 
Capt. S. K. Chaudhuri, m.b.£., B.A., M.B. 
Vice-Presidents :— 
1. Dr. G. S. K. Iyer, M.p., p.p.n. 
2. A. P. Misir, 1.m.p. (Retd.). 


Secretaries :— 
1. Dr. M. A. Nomani, M.B.p.s. 
2. Dr. Bholanath, 


Members of the Council :-— 
1. Dr. B. B. Banerjee. 
2. Dr. 8S. Lahiri, 
3. Dr. Murarilal, 


Auditor :— 
Dr. S. N. Mukherjee, 


Librarian :— 
Dr. H. S. Mukherjee, s.a.s. 
Members of the Library Sub-committe :— 
L. De. K. BP. Tiwari, 
2. Dr. B. C. Sen, u.m.p. 
3. Dr. B. Thungamma, 
4. Dr. G. P. Das Gupta, M.s. 
5. Dr. A. N. Das, M.B.B.S., D.P.H., 
F.R.LP.H. 
6. Dr. P. D. Roy, Mm.s. 


Registrar of Scientific transaction :— 
Dr. L. M. Banerjee, M.B. 
M. A. Nomani, 


INDIAN MEDICAL ASSOCIATION 
U. P. Branch 
Proceedings of the Adjourned Meeting of the 
Provincial Council of I. M. A., U. P. Branch at 4 p.m. 
on 21st April, 1935, at Cawnpore. 
Members present :— 
Dr. $ Sen of Cawnpore (in chair). 


S. N. 
Dr. S. N. Misra of Cawnpore. 
Dr. T. Caul of Cawnpore. 
Dr. Hulas Rai of Cawnpore. 
Dr. Jawahar Lal of Cawnpore. 
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elected office-bearers for the 
year 1935, in the Annual General Meeting held on the 


wt 


Dr. Bhupal Singh of Meerut. 

Dr. R. N. Bose of Meerut. 
1. Proceedings of the last Provineial Council 
meeting were read and confirmed. 

2. Proceedings of the last Working Committee 
meeting were read and confirmed. 

3. Accounts up to 15-4-35 were put up. 
** Resolved that the same be passed as correct.’’ See 
Appendix No. 1. 

4. Dr. Bhupal Singh, the Honorary Provincial 
Secretary then read his report of the activities of this 
Provincial Branch during the period from 25-12-34 to 
15-4-35. 
activities be noted and adopted. 

5. The letter No. 110/35 from the Private Seere- 
tary to H. E. the Governor was read along with the 


See appendix No. 2. Resolved that thie 


communications of the Hony. Provincial Secretary to 
the Private Secretary in connection with the proposed 
deputation. 

Resolved that the reply be noted with regret. 

6. The letter No. 183/VI—159 from the Deputy 
Secretary to U.P. Government was considered. 


Resolved that the Hony. Secretary be requested 
to continue the correspondence with the Government 
or this point. 


7. The recommendation of the Working 
mittee of I.M.A., U.P. Branch, regarding rules and 
bye-laws for U.P. Medical 
Conference be adopted and confirmed with the follow- 


Coin- 
holding the Annual 


ing amendments :— 


(i) Add after October in Rule No. 1, “ If 
possible during the Dusserali concession 
holidays.”’ 

(ii) The fee for delegates and members, who 


are Members of I.M.A. be Ks. 
head. See appendix 3. 
(iii) In No. 8 (d) omit Rs. 2/- and replace it by 
Rs. 3/- per head. 
8. Resolved that this 


Cawnpore Branch to invite the Conference and inform 


2/- per 


Council requests the 

the Hony. Provincial Secretary of the acceptance at 

an early date and also the dates of the Conference. 
With a vote of thanks to the chair, the meeting 

dispersed. 

SEN, 

President. 
21-4-1935. 


Sp/- 8. N. 


Sp/- R. N. Boss, 
Hony. Jt. Secretary. 
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INDIAN MEDICAL ASSOCIATION 
U. P. Provincial Branch 
Statement of Account from 14th October, 1934 to 15th April, 1935 
PARTICULARS AMOUNT PARTICULARS AMOUNT 
Rs. As. P. Rs. As. P. 
To Central Fund 893 0 0 By Subseription .. 643 0 0 
Salary 3 ,, Bank Charges 0 8 0 
», Typewriter... 30 0 O 
Printing 18 0 
. Miscellaneous 215 0 
,, Balance 42 15 6 
(a) Hony. Treasurer 0 
(b) In hand 6 
Total ... 643 8 O Total ... 643 8 0 


OUTSTANDINGS 


he. As. P Re. As. P. 
To Central Fund 10 O O By Lucknow Branch 66 0 
,, [vpewriter ... », Allahabad Branch . 80 0 0 
Total ... 104 6 O Total ... 208 0 0O 
Sp/- Sineu, Passed So/- R. N. Boss, 


Hony. Prov. Secretary. 
21-4-35. 


Sp/- S. N. Sen, 


Hony. Jt. Secretary. 
President. 


Report of the Activities of the U. P. Provincial Branch for 25-12-34 to 15-4-35 


Since the last report [ read at the Provincial 
Council Meeting at Delhi we have been able to add 
two new branches—Ballia and Bareilly with a 
membership of 11 and 10 members respectively. 
We have also added two Headquarter members. 
Moradabad has increased its membership by 20. So 
that at present we have 16 branches with a_ total 
membership of 40. 

Though we have succeeded in enlisting two 
branches only but the amount of propaganda we have 
done is very large indeed. We have been carrying on 
correspondence with many districts and thus prepar- 
ing the ground for the formation of branches in these 


places. We have established touch with Ghazipur, 
Sitapur, Shahjahanpur, Dehra Dun, Mussorie, Naini- 
tal, Hardoi, Farrukhabad, Khurja, Ttwah, Sultanpur, 
Muttra, Basti, Mainpuri, Gonda, Gorakhpur, Rai, 
Bareilly, Deoband, Roorkee, Pilibhit, Jaunpore, 
Mirzapur, Bahraich, Unao, Banda, Ajmere and 
Dholpur. Out of these Dehra Dun, Ghazipur and 
Khurja have already resolved to become branches. 
Muttra, Farrukhabad, Shahjahanpur, Roorkee, 
Sitapur are nearly ready. Mussorie and Nainital 
will be branches as soon as season begins. The others 
are still considering. The real thing which will help 
to decide them is a personal touch which we have 
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not been able to put in for want of leisure from a 
busy practice. On the 14th I arranged a trip to 
Roorkee and Dehra Dun. Dehra Dun resolved to 
become a branch in my presence. Roorkee is serious- 
ly thinking and will soon get over the few defticulties 
which are in their way. 

One chief difficulty in our way was the _hesita- 
tion of Government Medical Officers joining us for 
fear of Government displeasure. But this has been 
settled now. We had a correspondence with the 
Government through 1.G.C.H. and the Government 
clearly say that they have no objection to their medical 
officers joining the I.M.A. 


The work could be very much facilitated if one of 
us could tour round the various districts. A little 
personal talk goes a great way in removing the local 
difficulties. But this is not possible for various 
reasons. However, we should not rest until we have 
formed a branch in every district. 


Our President Cor Brora Nautu has begun his 
tour with U.P. We arranged for his reception in 
some places—Cawnpore, Lucknow, Allahabad and 
Benares. Moradabad and Bareilly were rather late 
in sending replies and will be included in the return 
tour. 


His Excellency the Governor has not been pleased 
to give permission for the deputation to wait on him 
to represent the difficulties of the medical profession 
in U.P. We cannot help but feel grieved at His 
Excelleney’s decision. We are writing to the Hon’ble 
Minister to give us an opportunity to explain the 
whole situation. Let us hope we get permission to 
wait on him. How we should proceed afterwards if 
the Government remains adamant is for you to decide. 


According to the resolution of the U.P. Medical 
Conference we had applied to the Government to give 
the I1.M.A. two seats on the Governing Body of State 
Medical faculty which are meant for the Independant 
Medical Profession. But the Government say that 
the U.P. Branch of I.M.A. is not a stable body and 
so the Government is not prepared to give it the 
seats. This shows an unfortunate attitude taken up 
by the Government and we have to give the lie by 
enrolling large number of members and _ forming 
branches here, there and everywhere. We must get 
strong if we wish to live. 


We have been noticing that there is some diffi- 
culty in realising subscription by branches as in many 
places they keep the Central Association share as a 


8 
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separate charge on the members. ‘These results in 
many of the members of the branches not being 
members of I.M.A. I noticed this at Aligarh in my 
last visit to the place. The Central 
Association charge is a charge on the branches and 
so should come out of the subscription of that branch. 
such a 


This is irregular. 


They can fix there monthly subscription in 
way that this charge is provided for. It is only -/4/- 


per month per member. 


Our finances are a difficult problem as in the 
beginning organising expenses, swell up the expendi- 
ture side and our income is limited by the members 
we are actually able to enrol. 


STATEMENT OF ACCOUNTS 


The statement does not show a very satisfactory 
state but we hope by the end of the year we may not 
show such abankrupt state. 


In conclusion I would like to place on record my 
appreciation of the wonderful work of my friend and 
colleague Dr. Bose has put in. Without his 
systemetic and prompt work it would not have been 
possible to do anything. 

Our clerk Mr. JacmMonan PRaAkasu 
worked ungrudgingly and with a zeal which is rare to 


find. 


has also 


Sp/- Buupay SINGH, B.A., M.B., 
Hony. Provincial Secretary. 


Rules and Bye-Laws for Holding of the Annual 
U. P. Medical Conference 
1. The U. P. Medical Conference shall be held 
under the auspices of the Indian Medical Association, 
U. P. Provincial Branch each year generally in the 
month of October, if possible during the Dusserah 
concession days. 


REcEPTION COMMITTEE 


2. The Branch inviting the Conference shal! 
form the Reception Committee. 
MEMBERSHIP 

3. Membership of the Reception Committee 


will be open to the following :— 


(a) All members of the branch which invites 
the Conference. 
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(b) All members of the neighbouring branches, 
who desire to co-operate. 

(c) All medical 

qualifications residing in the 

invites the Conference or in the neighbour- 


hood. 


men possessing registrable 


town which 


FEE 

4. Membership fee for Reception Committee 
Se shall not be less than Rs. 5/- but may be more if so 
decided by the Branch inviting the Conference. 

OFFICE-BEARERS OF THE RECEPTION COMMITTEE 


the 
members of the 


Oftice-bearers of Reception Comiunittee 
shall be elected by the Reception 
Comunittee, consisting of Chairman, Organising Secre- 


tary, Treasurer, and others as required. 


DELEGATES 


6. Members elected by the branches of the 
Indian Medical Association in U.P. shall be delegates 
to the Conference according to the numerical strength 
of the branches as follows :— 

For 5 to 10—One Delegate. 

And for every multiple of 10 or part of 10—1 
Delegate. 


DELEGATES’ FEE 


7. Delegates’ fee shall be Rs. 2,-. 


MEMBERS OF THE CONFERENCE 
8. Membership of the Conference shall be open 
to the following :— 


(a) All the 
Committee. 


members of the Reception 


(b) All delegates from the branches. 

(c) All members of I.M.A. on 
Rs. 2/- as membership fee. 

(d) All medical men _ possessing 
qualifications who are not members of 


I.M.A. on payment of Rs. 3/- as member- 
ship fee. 


payment of 


registrable 


Riguts oF MEMBERS 


9. Every member will have the right to take 
part in all discussions and to vote on the resolutions 
put forward at the Conference. 
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VISITORS 


10. The following can attend the Conference as 
visitors :— 


DISTINGUISHED VISITORS 


(a) Prominent public men who are specially 
invited by the Reception Committee to 
attend the Conference—without 


of any fee. 


payment 


SPECIAL VISITORS 


(b) Medical men or other scientists who wish 
to take part in Scientific Section only—on 
payment of Re. 1/- as visitors’ fee. 


StupENT VIsiTors 


(c) Bonafide medical students can attend the 
Conference free. 


RiGHts oF VISITORS 


11. The following shall be the rights of visitors: 
(a) Distinguished visitors may be allowed to 
speak on any resolution if they especially 
wish to do so, but will have no right to 

vote. 

(b) Special visitors shall have a right to speak 
in Scientifie Section only but can attend 
the open Conference. 

(c) Medical student visitors will not take part 
in any discussions. 


SupsEcts COMMITTEE 


12. The following shall form the Subjects Com- 
mittee of the Conference :— 

(a) The President elect, the past Presidents, 
Secretaries, and Treasurer of the Indian 
Medical U.P. Provincial 
Branch, and the Chairman and Organising 
Secretary of the Reception Committee as 

Ex-officio Members. 


(b) All Delegates from Branches. 


Association, 


(c) Three members to be elected by the Pro- 
vineial Council. 


elected by the 


(d) Three members to be 
Reception Committee. 
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(e) Three to be elected by other members of 
the Conference who are also members of 
the Indian Medical Association. 


(f) Three to be elected by other members of 
the Conference who are not the members 
of the Indian Medical Association. 


PRESIDENT 


13. The President-elect of the Indian Medieal 
Association, U.P. Provincial Branch for the ensuing 
vear shall be the President of the Conference. 


AND Boarpine 
14. The Reception Committee will make arrange- 
inents for the lodging and boarding of those attending 
ihe Conference if so desired by them on_ previous 
intimation on payment for the same. 


Annvat MEETING oF THE ProvinciAL BRANAH OF I.M.A. 


15. The Reception Committee, in consultation 
with the Provincial Secretary, shall also make arrange- 
ments for the annual meeting of the U.P. Provincial 
ranch of the Indian Medical Association, which will 
be held at the time of the Conference. 


INDIAN MEDICAL ASSOCIATION 
Bengal Branch 


Address of Lt.-Col. K. K. Chatterji on 23-3-35 


T thank you, gentlemen, for your kindness in 
electing me your President. Being conscious of my 
limitations, it was with very great diffidence that 1 
ventured to accept it. I also know that there are 
others who had already earned the honour and are far 
better suited to hold the office. Furthermore, the 
great desparity between me and my __ predecessor 
intensifies my diffidence. But, gentlemen, you did 
not give me an opportunity of disuading you from 
making this choice and though I do not allow myself 
to suffer from inferiority complex but instinctively 
fight against it, I cannot but feel that vou have made 
me fill the place of one so outstanding in his attain- 
ments, and far above my level. But a call is a call 
and it must be answered, and I do so in a spirit of 
submission and with the hope that I would at least 


succeed in keeping the torch which Sir Nivratan has 


handed over to me, burning for the term of my 
office. 


Sir Nivratan, I seek your guidance in many 
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matters, and I do so now more earnestly than ever, 
in carrying out the work which you and the Associa- 
tion have entrusted to me. 


On behalf of the Association I thank our guests 
who have graced the occasion with their presence. 
Speeches are often an inflictions, besides, 1 am not 
addicted to speech-making; as a matter of fact, this 
gift has been denied me. Still it is a convention and 
I shall just give expression to a few thoughts mainly 
regarding medical education and medical relief. For 
over 30 years, | have been in close contact with 
medical students trying to teach them and learn from 
them; I have been looking after the sick and injured, 
carrying on departmental and general administra- 
tion of hospitals and studying such methods in this 
province, in other parts of this country and abroad. 

I was attracted by the Indian Medical Associa- 
tion as I found that the objects of the Association 
fitted in with my ideas. This Association has, there- 
fore, the one ultimate object in view, viz., to build 
up a healthy nation, to make sick Bengal, a healthy 
Bengal in the achievement of which we would give 
individually and collectively all that is best in us. 
This Association represents the medical profession as 
a whole and our branch represents Bengal; this is 
the main stream into which other streams will flow 
and it is our hope and dream that the catholicity of 
purpose of all these bodies would be unified into one 
great object which is our purpose in life. In working 
for the achievement of our object we shall overlook 
such issues which might directly or indirectly be 
inimical to our cause; we shall gratefully appreciate 
advice and co-operation from any source irrespective 
of the fact whether it came from sources under State 
control or otherwise. In our noble object there could 
not be any difference as there is integrity of purpose 
and the more we evaluate the vastness and intricacy 
of the subject, the more we are convinced that we 
eannot afford to have differences. Let us for a 
moment examine the vital statistics, hospital 
returns and census reports, the ravages of diseases 
and the appalling puerperal validity and mortality, 
the still more appalling infant mortality, the average 
mean age, expectations of life, the declining race 
efficiency, the inadequacy of hospital accommodation 
and treatment centres. Another important side of 
the picture is educational and nutritional problems of 
children, the health of our children and young men 
and why not even of the adults. As we ponder over 


these we cannot but feel that we have been failing 
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in our duty and in our response to the wails and cries 
of Bengal. 


Let us take up general education. About eight 
years ago while in Engiand, I was at a gathering of 
men of eminence interested in India one of whom 
asked me to express my views on education in India, 
and with an unguarded promptness I told him that one 
of the greatest misfortunes that had happened to 
India was the inauguration of some of the universities. 
I wondered then if I was wrong but it seems now 
that even if I was wrong, I was not very far wrong 
from what I see our University is trying to do now. 
It has taken a great and bold step. Many young 
men, I presume, are to be diverted from the present 
system of University education to industrial, techno- 
logical and agricultural training. I presume that 
many of vou would share my views that a large 
number of students who enter Universities are better 
suited temperamentally and structurally for other 
vocations of life than passing examinations to the 
detriment of their health and moral. Bengal, 
it seems, is the most thickly populated of all provinces 
in India. Strength of a nation is not in number but 
it lies in the physical and moral integrity of the 
individual. Let us begin at the beginning and that 
is the child or perhaps the child which has yet to 
come. It is stated that infant mortality in Bengal is 
about 190 per mille and of Calcutta 268 per mille 
whereas that of the more advanced European countries 
is between 50 and 60 per mille. The fundamentals 
of nationhood are children of vigorous health, good 
moral stamina, strong resistance and well-functioning 
endocrine system. It is not only that 200 out of one 
thousand children that die for which the nation shall 
have to answer on the Day of Judgment but the 
severer Court Martial for the nation would be for 
having allowed the remaining 800 to grow up as 
feeble-endocrined, starved children. It must be 
admitted that economic conditions, maternal hygiene, 
good housing, pre-natal and post-natal care are 
important factors. In this may as well be included 
the question of nutritional defects in the child and 
the people. It would be out of place to enter into 
the sociological questions, but I shall be failing in my 
duty if I did not bring to your notice venereal diseases 
as a contributory factor to the neo-natal mortality 
and physical, mental and moral enfeeblement. There 
seems to be a feeling of apathy, perhaps led by 
prudery in this direction, as if venereal diseases in- 
variably meant want of self-restraint and immorality; 
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what about hereditary transmission; and second and 
third generations. It is high time that the authorities 
connected with medical relief, hospitals, the Red 
Cross Vigilance Association and other bodies shook 
off this false sense of prudery and took up this matter 
which is enfeebling and crippling the nation and lead- 
ing it to slow and insiduous degeneracy. Statistics 
of  still-births, blindness, deaf-mutes and _ other 
development defects testify to the transmitted virus 
as etiological factors. The child grows up, feeble in 
body and mind, but perhaps less so strong in intellect, 
and is entrant to the University. Before he or she 
has completed the course of University studies, their 
health is further enfeebled. There is physical, 
mental, and moral imbalance in his school and 
college days, he is being starved during the long 
hours of attendance in the school or college, there is 
no arrangement for adequate nourishment, nothing 
like milk-kitchens, feeding rooms and feeding centres. 
This should be made compulsory, children and boys, 
I dare say, would welcome the idea of being force-fed. 
The boys and girls are educated, but education is 
not culture and culture cannot be unless moral train- 
ing is dove-tailed into education. They should be 
taught to imbibe a sense of fellow feeling, comradeship 
and appreciation of life. Military training is a side- 
issue which helps to foster the ideas of self-help, 
protecting oneself and protecting the neighbour 
irrespective of age, sex, nationality and creed; culture 
will teach them to love each other, while it will 
teach them what a great gift life is, its possibilities 
and potentialities. 


The subject of medical education is a little more 
complex, but if entrants to the medical colleges come 
with these qualities of body and mind, the finished 
product would be of a higher standard. Looking at 
the statistics of success at the examinations we find 
that out of a total of 774 students on the roll, only 
470 were successiul at different examinations, i.e., 
only 60% in one year. At the final examinations, 
the successes have, during the last few years, been 
between 33 and 39% and lately it came down to 25%. 
How is this to be explained? Is it easy access to 
colleges and difficult exit with an overwhelming 
stagnation? Let us the situation and 
approach the authorities with our suggested solution 
of the situation. It strikes one that if the portal of 


analyse 


admission was narrowed and that of exit widened with 
the adinterin period in the institutions made efficient, 
In this connection 


the difficulty would be solved. 
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I feel undecided whether I should raise the question 
of remuneration for the teaching staff, i.e., whether 
they should be honorary or paid members. What 
strikes me is that suitable salary would make them 
care-free and they would naturally be able to devote 
more time both for teaching and hospital work. 

Next comes the question of hospitals. ‘‘ More 
you give more they want’’ seems to apply to 
hospitals. But with the inculeation and spread of 
the principles of hygiene and sanitation, domestic 
hygiene and personal hygiene in _particular—the 
number of cases for admission to the hospital would 
be reduced. Hospitals, of course, should have a 
definite standard, possessing at least the minimum 
requirement as to staff, nursing and equipment. 
Over-worked staff are like jaded ponies which would 
trot because it must trot or like one on fatigue duty. 
Convalescent homes, homes for the disabled and the 
cripple would relieve hospita) congestion and I 
wonder if our appeal to His Majesty’s Silver Jubilee 
Fund for such an institution would meet with a 
response. Now the standard of the existing National 
Infirmary can be raised and the admission controlled 
by a Central Representative Council. The question 
of paying and free hospital beds is still engaging our 
attention and thought, whether it should be limited 
to beds only or to out-patients as well is a further 
problem. It is hoped that a similar Committee may 
take up the this question. There are two other items, 
viz., military medical training and the medical 


profession in general. It is noteworthy how the 


medical profession responded to the call for military 
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duty during the Great War and it is conceivable that 
a military training of members of the profession would 
be an expeditious method of meeting emergencies. 


yentlemen, when we took up medicine as our 
profession, we signed an unwritten pledge of ‘‘ service 
to humanity.’’ We knew then that we were taking 
a profession which is not lucrative. Service to 
humanity is not our only object, but working in the 
cause of medical science as well, in the shape of 
medical research and investigation, but do not let us 
bastardize the spirit of research. Do not let the pure 
waters of the fountain of research be polluted with 
the dirt of party-politics, self-esteem and lucre. 


Closely connected with the medical profession is 
the question of sickness-insurance on which the 
Editor of our Journal had once favourably comnected, 
and I have in my mind with your permission to 
discuss this question at our meetings and forward our 
suggestions to the Government for consideration and 
legislation. 

Gentlemen, I feel guilty of having tired your 
patience and I only hope you are not tired to 
exasperation. Let me close with one appeal and that 
is, to work in unity and harmony within ourselves 
and with the State; scientific achievment, relief to 
the sick and injured, health of the child and the 
mother, the vigour and the moral of manhood, the 
raising of Bengal to a healthy and happy province are 
our ideals and if other considerations are allowed to 
contaminate it, it will become a hybrid, unproductive 


and harmful. 
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FRENCH ORTHOPEDIC CONGRESS OF 1934 


The French Orthopedic Congress of 1934 was 
held at Paris, October 12, the chief subjects for 
discussion being the surgical treatment of the funnel- 
shaped thorax and that of the paralyses due to Little’s 
disease. The first of these two subjects was covered 
in the paper of Dr. CHARLES GARNIER of Paris. Until 
recently this deformity had been treated by external 
measures, 7.¢., apparatus alone. The paper was based 
on nine cases observed in the large orthopedic service 
of Professor OMBREDANNE. The chief indications for 
surgical intervention were (a) dyspnoea due to the 
fact that the expansion of the chest during respiration 
was limited to its upper segment, and (b) cardiac 
symptoms due either to direct compression of the 
heart or its displacement towards the left with con- 
sequent torsion of the vessels. 

These pulmonary and cardiac symptoms do not 
improve with non-operative treatment in many cases, 
and the lung condition predisposes to the development 
of tuberculosis. Such children should be operated on 
before the fifth year. In older children and adults 
the operation is much more difficult. 

The sternum is mobilized in two steps. First 
the left costal cartilages (the third to the eighth ) 
are resected for a distance of 2 em. each, and six 
days later those of the right side. Gentle traction is 
applied to the sternum and a east, which is left for 


two months. The functional results have been far 
more satisfactory than the morphologic. The 


mortality in nine cases has been 18 per cent. One 
can either resect the costal artilages as just described 
or divide the sternum longitudinally. 

In the discussion, Franiicu, of Nancy stated that 
the indications for operation should be carefully con- 
sidered. The operative treatment is indicated if there 
are evidences of serious pulmonary or cardiac lesions, 
if these cannot be ascribed to other causes than the 
funnel-shaped thorax. 

Marnieu reported three cases. In adults, he 
resects all the costal cartilages except the first and 
second. There was marked immediate improvement 
in all of the three cases. Whether this will be per- 
manent, it is impossible to say. 
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t1cHARD and Dupuis reported two cases. In 
one, the gap in the divided sternum ( second method 
of Ombredanne ) was held open by three bone grafts 
from the tibia. Post-operative respriatory exercise is 
very important. 

Perrot of Geneva also reported two cases, one 
in a boy of 18 and the other ina boy of 7. The 
fnnetional symptoms had completely disappeared in 
both cases. 

The second paper, on treatment of spastic para- 
lyses (Little's disease and encephalopathies), by 
Devcuer of Brussels and Rovupit of Marseilles, review- 
ed thoroughly the anatomy and the physio-pathology. 
The only prophylactic measures were to treat a 
maternal syphilis, to avoid trauma during delivery 
and, as early as signs of hereditary syphilis appear, 
to treat this vigourously. After the lesions have 
developed, the only medical treatment is to administer 
antisyphilitic preparations. In addition to re-educa- 
tion, which, when employed alone, helps the milder 
cases, much depends on the stage of the disease. 
The Stoffel operation is beneficial when there is 
spastic condition but is of no avail when there is 
muscular retraction. Here only some form of tendon, 
operation, either tenotomy or elongation of the tendon 
preferably the latter, is indicated. The location of 
the spasm is an important consideration. If there is 
fiexion-pronation deformity of the wrist and fingers, 
only tendon elongation or transplantation or a Stoffel 
operation is indicated, whereas, if there is an equinus 
deformity of the foot, a tenoplasty is necessary to 
correct it. In general, the lack of mental develop- 
ment and the tendency to hypertonicity of the choreo- 
athetotic movements seriously complicate the problem 
of treatment. One must never forget that there is a 
tendency to spontaneous amelioration of the disease. 
Each case requires individual study. 


A MEDICAL TRADE UNION 


The Medical Practitioners’ Union is a_ trade 
union, which was formed in 1915 by physicians who 
thought that an organization on these lines, which 
have never adopted by the British Medical Associa- 
tion, was desirable. It is a smaller body and has 
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nearly 6,000 members. It has joined forces with the 
other labour unions. The General Council of the 
Trades Union Congress has accepted the proposal of 
the Medical Practitioners’ Union for affiliation. This 
is the first time that a medical society has been linked 
up with the Trades Union Congress. In a_ press 
interview, the Secretary of the Union stated that the 
object of this move is mainly to protect members 
who are engaged by country and Municipal 
authorities. ‘** Where negotiations are needed,’’ he 
said, *‘ it will give added strength but it must be 
taken that this affiliation means the possibility of a 
Every union affiliated with 
Trades Union Congress is governed by its own rules 
and that, of course, applies to us. It is unthinkable 


strike against the sick. 


that there should be a strike against people who are 
ill, nor would anybody except doctors to take such a 
step. We are endeavouring to help many members of 
our Union, and to do that we have had to apply 
wholly as a union.’’ It is one of the objects of the 
Trade Unions, to be able to declare a general strike, 
and one actually took place a few years ago but was 
unsuccessful. The Government was equal to the 
emergency and essential services were maintained by 
volunteers. It is understood that the application 
from the Medical Practitioners’ Union was accepted 
without qualification, no specific point being raised on 
the question of a general strike. The calling out of 
the physicians in the case of another general strike 
would be the reductio ad absurdum of trade unionism. 
The majority of the physicians in this country abhor 
this movement by a section of the profession. It is 
certainly due to the great increase of state interference 
in medical practice in recent years, of which the most 
important manifestation is health insurance of the 
wage earners. The idea is, as indicated to confront 
the state or the local authorities who employ _ physi- 
cians by a powerful organization. 


The question has arisen ‘‘ Can these Medical 
Trade Uninists retain membership in the British 
Medical Association, which is opposed to anything that 
savors of the political?’’ In a press interview the 
Secretary of the Medical Practioners’ Union said that 
they were not concerned with polities, but only with 
Medical Politics—a vastly different thing. Both 
organizations were voluntary bodies, and physicians 
could be member of both, just as they could be 
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members of two golf clubs. He saw no reason why 
the two bodies should clash. However, Dr, ANDERSON, 
medical Secretary of the British Medical Association, 
has expressed a different view in another press inter- 
view. He agreed that physicians may still subscribe 
to membership in both organizations but said: 
“They must be men of elastic conscience. Personal- 
ly I could not do it, because I do not believe in the 
Union’s methods. In affiliating with the trade unions 
they are trying to anticipate the political movement 
in this country. (He evidently refers to a possible 
victory of the labour party). The Union will alienate 
the sympathies of a good many of its members by 
this move. The British Medical Association does 
not need to be a trade union to fulfill its objects. 
Nearly 60 per cent. of the profession are members of 
the Association and the turn of events does not 
perturb us in the least.’’ 


(From J.A.M.A. January 19, 1935 ). 


U. P. STATE MEDICAL FACULTY 
The following gentlemen have been elected 
Hony. Fellows of the U.P. State Medical Faculty :— 


1. Dr. Awadh Behari Lal Mathur, 
Medical School, Agra. 


2. Rai Sahib Dr. Hari Singh Bhisht, Etawa. 
3. Rai Sahib Dr. Lekhraj Singh, Hathras. 
4. Rai Sahib Dr. Daya Nidhan, Chandausi. 
5. Rai Sahib Dr. Surajmal Sarin, 


C.M.O., Dholpur. 
6. Rai Sahib Dr. Pannalal Sood, 
Sandila, Distt. Hardol. 
7. Dr. Ram Nath Trivedi, Eye Hospital, 
Moradabad. 
8. Dr. Gokul Narain Vyas. M.p., Professor, 
Medical School, Agra. 
9. Dr. Ranchor Das Pandaya, 
Medical School, Agra. 
10. Khan Sahib Dr. Akbar Ali, 
Medical School, Agra. 
11. Rai Sahib Dr. Ram Narain Lal. 
(Sent by Dr. S. L. Sharma, Member of the 
Governing Body of the U.P. State Medical Faculty ). 
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LIST OF JOURNALS (FOREIGN) ADDED TO 
THE LIST OF EXCHANGE 


Deutsches Tuberkulose-Blatt—In German Language. 

Deutsche medizinische Wochenschrift—In German 
Language. 

Muenchener medizinische Wochenschrift—-In German 
Language. 

Dermosifilografo—In Italian Language. 

The Chinese Medical Journal—In English Language. 

Japanese Journal of Experimental Medicine—In 

English Language. 


Canadian Journal of Research—In English Language. 


The following books have been received for re- 
viewing :— 
1. Practitioners Library of Medicine & Surgery 
Vol. VII Butterworth & Co. (India) Ltd., 
Calcutta. 
2. Hand-book of Anesthetics, by J. Stuart Ross, 
M.B., Ch.B., F.R.C.S.E. 
& 
H. P. Fairlie, M.p. pp. xvi-306. 
( Butterworth & Co. (India) Ltd., Calcutta ). 
Healthy Wedded Life, (Fourth Edition) by G. T. 
Wrench, m.p., J. & A. Churchill, 40, Gloucester 
Place, London. Pp. x—340. Price 6s. 


CORRIGENDUM 


We regret to announce that in Vol. IV. No 9 of 
this Journal on page viii an extra word was inserted 


through oversight 


under 


the inscription below 


‘* Cuscutine Foulon.’’ It should be read as follows: 


An 


composed solely of vegetable products 


ideal laxative in intestinal atony being 


” 


and not 
vegetable oil products.”’ 
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Post-operative 
Constipation 


To avert post-operative intestinal stasis and 
the distressing gas formation that generally 
attends it, AGAROL has proved valuable. 
Given regularly a few days previous to an 
operation, and its administration resumed 
as soon thereafter as circumstances permit, 
Agarol may be confidently relied upon to 
produce evacuations without pain or distress. 
Agarol mixes thoroughly with the bowel con- 
tents softening and lubricating the fecal 
mass, while the plenolphthalein present 
furnishes the gentle impulse that stimulates 
the peristaltic wave. 


Agarol is suitable for all ages and acceptable 
to all palates. It has no contra-indications 
whenever an evacuant is indicated. Its 
consistency facilitates accurate and uniform 
dosage. 
A supply for clinical trial sent 
on request to Members of the 
Medical Profession. Address : 


MARTIN & HARRIS LTD. 
Prinsep St., CALCUTTA. 


Also at Bombay, Madras, Karachi 
and Rangoon. 


Prepared by 
WILLIAM R. WARNER 
& CO. LTD. 
LONDON, ENGLAND. 


THE ORIGINAL EMULSION OF 
MINERAL OIL AND AGAR-AGAR 
WITH PHENOLPHTHALEIN, 


In your inquiries to our Advertisers please quote this Journal. 
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